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Vermort Preferred Drudlst and Drugs Bquiring Prior Authorization
(includes clini@l criteria)

The Commissioner for Office of Vermont Health Access shall establish a pharmacy best practices and cqstogpatmolesigned to reduce the
cost of providing prescription drugs, while maintaining high quality in prescription drug therapies. The wiogjtanctiude:

"A preferred list of covered prescription drugs thahitfees preferred choices within therapeutic classes for particular diseases and conditions,
including generic alternatives”

From Act 127 passed in 2002

The following pages coain:

A The therapeuti c cHrefesesDeug Lish, the diugauwgtisn those bategodes ant the ctitéria required for Prior
Authorization (P.A.) of nowpreferred drugs in those categori€ke therapeutic classes of drugs whhelreclinical criteria for Prior
Authorization may or may not be subject to a preferred agent.

A \Wothicdtegomies there may be drugs or drug classes that are subject to Quantity Limit Parameters.

Therapeutic class criteria are listed alphabdticalvithin each category thereferredDrugs are noted in the lefiand columns. Representative aon
preferred agents have been included and are listed in thehagttcolumn. Any drug not listed as preferred in any of the included categories
requiresPrior Authorization.Approval of nonpreferred brand name produatgay requirdrial and failure of at least 2 different generic
manufacturersDrugsused for weight loss, drugs used to promote fertility, and drugs used for cosmetic purposes or hair gexwaltidactfrom
coverage under the Vermont Medicaid Pharmacy program.

Change Healthcare Change Healthcare Change HealthcareSr. Account Manager:
PRESCRIBER Call Center: PHARMACY Call Center: Michael OuelletteRPh

PA Requests PA Requests Tel: 802-922-9614

Tel: 1-8446795363;Fax: 18446795366 Tel: 1-844-6795362 E-Mail: mouellette@changehealthcare.com
Note: Fax equess are responded to within 24 hrs. Available for assistance with claims processing

DVHA Pharmacy Unit Staff:

Tel: 802241-0140

Fax: 8028795651

E-Mail: ahs.dvhaph@vermont.gov

This is not arall-inclusive list of available covered drugs and includes only managed categimiiess otherwise stated, the listing of a particular brand or generic namgeinaludosage fans of
thatdrug. NRindicates a newrdg thathas not yet éen reiewed bythe P&T Committee.
Drugs highlighted in yellow denote a change in PDL status.
To sarch the PDL, press CTRL + F
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COUGH AND COLD PREPARATIONS . ... tteteiittete ittt tesme ettt e e sttt e sk esesee s st st e s amse e e 418 £ et a4 ameea s et e 4128 e e e 48R et 44 1s 8 e s eameeAa R e e £ e 4a R e e o4 1o R e e e 4o s R e e eme e o4 s e e e an R et e e aabn e e e asemnsneeeannneeennreeen 12
CYSTIC FIBROSIS MEDICATIONS. ... ttiitte ettt ettt e okttt e e e oot et eeene et e e o4 okt e et e e e a4 aa b b e e faas e e e e e 4 4a kb e et e oo a4 aa b b e e faes et 4444 4a ek E et o4 o4 4Rk b e e fes e e e 444 n b b e et e e e e e nb b et eeams e e e e e e e nbbeeeeeeennnbneas 72
DERMATOLOGICAL AGENT S ...t iittiii ittt ettt ettt e ottt et e a4 oot e i bbb et e e e a4 aatb ettt e e e o beeeaa s Ee et e e e a4 aa kR e et e e o4 4a ke e e aa e b Ee e e e e a4 4a kb ee e e e e 44 Reeeaas b e e e e e e a4 oAb b e e e e e e e 4 ne e e aab bbb e e e e e aanbbeeeeeesnnnnnan 73
DESMOPRESSIN: INTRANASAL/ORAL. ...ttt ettt ettt e oottt et a2t e+ 442k bttt e e e 412k E ettt e eaamt e e 24 aa kb et e e e e 44k b e et e e emme e e o4 1Rk R e et e e a4 4a kbbb e e e emmmt e e e e Ha b bbb e e e e e e anbbeeeeemamteeesanbbnneeeessan 78
DIABETIC TESTING SUPPLES.........coiittiitiiiiiitt it ieeet ettt e e e ettt et eeeee et e e a4 1k bee e e e e 24 aa kb et faans e e e e e e aak b e et e e o4 e s e b et eams et oo 24 4a kR e et e e e 4 4R b b et £ems e e oo 44 a R b e et e e e e e ab b et eeas e e e e e e anbbe e e e e e e nnbeeeannnes 79
ENDOMETRIOSIS/UTERINE FIBROIDS AGENTS. ... eiiiiiiiittitiee e iieeeit ettt e e e e ettt e e e s s teeeaa st et e e e e a4 aa bbb et e e e s o ke eea st e e et e e a4 4a kb e et e e e e 4 Reeeaas b e e e e e e a4 oAb b e e e e e e a4 beeesaab bbb e e e e e sanbneeeeeesnnnnnan 79
EPINEPHRINE: SELFADMINISTERED .......ciitiiiitiitiiiiteiseis ettt e st e st eesmse skt e e as s st e e asse e 44 1s e ase e e aa s e et e 4a R et o4 4a R et e o aEeea R e e e 4 4a R R e e 4R et e 4R e e s eamee Ao R Re e e eaEe e e e nn b e e e e s s enmme e e snnneesnnnneeeans 30
SR I (@€ = N IS N €| PP PU PR PPPRPPRI 80
GASTROINTESTINAL. ... e ettt ettt ettt e st eet et e st e e e st et e s asbe e e smme e s st e a4k beeeaaEe e e e 4a s s eaamee4a ke e e e 4a R et e e 4aEE e e 4R R anE e e e 48R e e e aa ke e £ 4 4a R e e 44 1meRaE R e £ 4 4ok e e 44 4a s R et e s b et £mmme s 1R b e e a4 b Re e e e anneeesasbmnmneeenbeeesnnneed 81
GAUCHEROS DIl SEASE . ME DL G A T QN S ettt ekt e st et e e s b et eaee s b e et e o b et e e oAb et e e s s e eme e a4k Ee e e am b et e e aabb e e s semns b e e e sanneeesnnreeas 85
(10 LU N €1 = N S TP PP PP PP 85
GROWTH STIMULATING AGENT S ...ttt ittt eete ettt oottt et e e amt e 44 a2 b b ettt e e 44k bt ettt e 2amt e o412k R b e et e e e 4R et b et e e 2ammt o444 R R b e et e e 44 on e bbbt e e eammt o444 n e b b et e e o4 e nb b e et e emmt e e e e ennbbbeeeeeeannbbneas 86
AT TR TREATIMENT Sttt ettt eeet ettt s ettt et e oo et be e eat e et ee e o aa b bt ettt e e 4 at b s enams s et e e o4 4a kb e e et 4o 44 s ek e Hnaas s e e e 444 4an ke Ee e 44444 a ek Emaee b s et e 444 n ek b et e e 444 n ek bnaas bbb e e e e e e n bbb et e e e e annbbmnnssbneeeeeeannnnes 87
HEART FAILURE ...ttt oottt ee et et oo 4ot b et e e e+ 4 oa b b et eees et e e o442k Ee et e e o4 4Rk b et eems et oo 44 4a kb b et e e e o4 a b b et eamns e e oo 44 4aE ke et e e o4 e R b b et emms e e e e e e aa ek be e e e e e e nb b e e eas e e e e e e annbbeeeeeennnens 88
=Y N O @ 1 = I [ TP TP PPTPOPPUPPPRN 89
=Y (O o 1 I N N O K O] 2 S T TP P TP PP 89
[ =y N W W SR S €] = U S T OO PP P PP PUPSUUPRPPPPRIN 91
[ =T W W IS O N €1 = N S TP PP PPPUUUPRPPPPRIN 91
HEREDITARY ANGIOEDEMA MEDICATIONS.. ... .ttt eitttieitite it ieeet ettt e ettt e e st et e e s e e ettt e e sabe e e e sate e e e 1a kst e ammeease e e o4k b e a4 4a R et £ 4 4a b e £eme e 4aEE et e 4ak et o4 4a b bt a4k eas e e e e bbb e e anbbeeennbneessmnmasbeee e 92
HY PERKALEMIA AGENTS ... ttieitiit ettt eeet ettt ekttt sttt esme e a b et ook b et e ok bt e o4t b e fame ek e e e e 41k b e e e 4aEE e 44 4ak e Ras £ o4 E R e e a4 s e e £ 44k b et o4 e e es b e e 44 1H b e e e 4aE b e e e 4ahe e e emme sa b e e e e an b e e e e nsbeeesabbemnmteennnnees 93
IDIOPATHIC PULMONARY FIBROSIS (IPF) .. cieittiieititt ettt steeit ettt ettt s bt eeme ek be e e aabe e 4o 42 kst e 442k aae e e 42k e e e 4428 b e 4o em b et e o4 e e eE b e e e 4aEEe e e 4a b et 44 1A b e e e emme e b b e e e e bbb e e aab bt e e anbsemmeesnbbeeeans 93
IMMUNOLOGIC THERAPIES FOR ASTHIMA .. ittt ettt ettt oottt e e oot e eaat e ettt e o412k b e ettt e o4 1a bt eeaab b e e et e e 44k bee et e e 44 1a kb eneab bt e e 44 o442 nbb e e et 444 4a kb beeas b b e e et e o4 anb bbbt e e e s sansbnmnssbneeaee s 93
IMMUNOSUPPREBINTS, ORAL ....ciiiiiiitiitiie ettt ettt ettt e e e ottt eeaee et e e e e 4 ah bt et e e e a4 1at b et eaaas et e e e e 1s b b e et e e e e 1at b e e eaas et e e e a4k b b e e e e e e e 4aE b e e eaaas et e e e e 4 ek be e e e e e e 4as b eeeeanteeeeeeeanbbeeeeaeesntbsenns 96
CRYOPYRIN ASSOCIATED PERIODIC SYNDROMES (CAPS) AND PERIODIC FEVER SYNDROME (PES).........uuutiiiiiiitieiiiit et ee et e e e e 97
IRON CHELATING AGENT S .. ittitiiiei ittt rtte ettt e e oot bttt e e e e smee o4 okt e e et e e e ook tbe et e e e aamee o4 1Ak be et e e e e 4 ek bttt e e e 1amee o4 4a kb e et e e e o4 1a b bttt e e e aamme o4 4ok b e et e e e o4 Hak bt et e e e samne e e o s bbb e e e e e e anbbbeeeeesamneeeane 97
IO B @ ] [0 T PRSP PP 98
IMISCELLANEQOUS. ...ttt eeee stttk e sk ee et e e e s b et oo 42k et e ok b et 44 ke e eb st e e ah b et e e H b et o4 4A ke e e 1mE e st e e 44 4ok bt e 4R R et 44 s e e £eme £ 4 Ak E e £ 4 4a R e e 44 4a ke e a4k mamb e e o4 1h b e e e AaE b et e enbe e e e smm et beeeebbeeesnneeas 101
IMOOD STABILIZERS.......ceei ettt ettt ettt ettt ettt e b et eaee ekttt e 4ok bt e e aa b bt e+ 42kt aas e a4k b et e oo ket e e 42k e e e o4 Rmenste e o4 4H ke e e 4a e b e e e 4ab et e Samma kb o4 e 4ake e a4 4 b b e e e 4n b s £aamt oo 1H b e e a4 b b e e e eabbe e e s bmnnbeeesnbeeeennnes 109
MOVEMENT DISORDERS ... .ottt ittt ettt ettt ettt e ekttt e s ste ettt e e a2t bt e e aa b et e e oabeeeameeaa b et e e 4a ke e e e oa b et 44 s b e e ame e e 4ok E et e 4a ket 44 4ak e e e 44 ammnE b e e o4 kb e e e 4ok be e e 4ab et e eames sa ke e e e b be e e e aabeeesntbenamtaesnbeeas 110
MULTIPLE SCLEROSIS MEDICATIONS. ... ttiii ittt ittt iete ettt ettt ettt e st eaeee e ot be e e e ket e o4kt e e e s e eabs e e a4 1h b e e o4k be e e 4ak et e Samea kb e e e 2ok e e e o4 b b e e e 4a ks £aamt o4 oh ke e a4k be e e eabbe e e s bmnnbeeesbbeeesnnnes 110
MUSCLE RELAXANTS, SKELETAL ....titiiiiitiie ittt ettt eeame sttt e atteaeattee e st naaseesasseeeabbeeeaab et e e aameaab e e e 4ot be e a4k e e e e 4o b bt e eme e s e e e 24k E e e e oAb e e 4o 1Ak s £mamt e £ b b e e e 4abbe e a4k be e e aabmnmbeeesebbeeesnbbeeesnnne 111
MUSCULAR DY STROPHY AGENT S ..t itttiiiie ittt teeet et ettt et e e sttt ereeteee e e s 4k be et eee e s 1at b et eaas et e e e e aamE e et e e e e e aas b e e emas e e e e e e 4 s b be e e e e e e 1as b e e enmat e e e e e e e am bbb e e e e e e anbbsenmteeeeeesanbbneeeeessnns 112
NEUROGENIC ORTHOSTATIC HYPOTENSION.. .....cttiiiiittiiiie et iittes sttt e e e s ettt et e e e s rmtae s s ate et et e e s st beeeeee e s smaaesaatbe et e e e e anbee e e e e e e 1mnae s aa b b e e e e e e e aasbeeeeeeessmnaesanbbeeeeeeeaanbbneeeeessmnaesans 113
NEUROPATHIC PAIN & FIBROMYALGIA AGENT S ...t ittittie ettt teeet et e ettt e e 41ttt et eeeet et e e s 4 aa e tb e et e e s 4 e s e b e eaaat et e e e e aane b e et e e e enns b s eaat e e e e e e e n e b be e e e e e aans b b eaantbeeeeeeennbbneeaeeaannrnens 114
NUTRITIONALS, LIQUID ORAL SUPPLEMENTS. ...ttt ettt ettt e sttt ettt seat e e e 41 s e ettt e e 44 am et e e et eeaaee e e e 4 am R b e et e e e 4o n e b bt e emae e e e e 4 aa s bbbt e e e e e nnb b et aeas e e e e e e anbbbeeaeeeannbeeennnes 114
O 1N (O @ I @ A 5] 0 L C ISR (1= =T ot 4 RPN 115
0T o I T I [ T T PP PO OUPPPUPRTN 115



OTIC ANTI-INFECTIVES/ANTI-INFLAMMATORIES .......ootiiiiiiiiiiete it eeee sttt et et et smeea e e e s st e s 4a st e 4k e s eamee 4R e e e e 4R R et £ e as R e e e 4 1o R eme e e oa R et e e 1a R e e e e s n et e e naeees e e e s nre e e snneeennree s 120

OVER THE COUNTER (OTEC) MEDICATIONS. ... ettt iittiteitieteseeetete sttt ettt e s st e e smeeas st e e 1a s e e a4k se e e 428 e e eeme e 12 e R et e as R e e 44 1R R e £ a4 s eee e e o428 e e e 4R R e e e e an R et a4 Ame e s et e aanee e e s nneeennn e e smmme s nnre e s 121
PANCREATIC ENZYME PRODUGCTS ... ittt ittt srt s e e et s et e e s ae e e e e e st s smmt et e e e se e e e e e e s s e s se s s Raae e e e e e e e s 1a s s e bbb L b e b s e e e o444 b bbb e s b e s s s s s enena bbb bbb e b b e e s e e e e e e 121
PARATHYROID AGENT S ...ttt s i bbb et e et e et e e e se e e s s saat e e ee e et e e teeeeeeee s et se s smRe s oo e e e e e e eeeee st e s b b mnee s e e 44 4o s b b bbb s b e s e e e 4 bbb e b b e e b s e e e e e s snne b bbb bne e 121
PARKITI NSONOS ME DD L G A T L N S ittt ettt oot eer bttt et e e e o bbb ettt e e 4 e me et aa ke e e et oo 4 4R b e e et e e e 4o me e oAk e e e et 444 4R ke e et e e o4 amne sk bbee e e e e s annbbeeeeessamnnns 122
PLATELET INHIBITORS. ...ttt ettt et e oo oo 44 e e 4o oo e ee 4o e 4o s e bbbt e et s e e s e e £eeaa e e e R R e R8s e e e ettt et 444 See e e e e e e e et e et 444 e e e e e e e s amme et e et e et e e eeeeeneetaessmeneeeeeeeenens 124
PLATELET STIMULATING AGENT S, .ottt ttee ettt e e e s e et e e e e e ettt £aaas s e e e s e e s s e e e e et e e e 444444 Sms s e e e ettt et e et e e e e e e e e e et immme et et teeeeeeeeeeenesaaa s mnneeeeeeeenennasnnnnnnn 124
PSEUDOBULBAR AFFECT AGENTS. ..o tiiiiiiiiiiiiiit ittt ettt ee e e 4441 e 4ot b b e £ e a4 s s e b E e E e e e E e s et e et e s ee s s R R R e R e e e et e e et 444 a4 4o e e samn e e e e et et te e e e e e e s e et aesaammeeaeeeeeeeneennsnannnes 125
PROGESTATIONAL AGENTS . ... ittittttiitiittit et ereere ettt ettt e e e et e et s s iaat ettt tteete e e et et 1as1a s s  Emeteeeeeeetaesaa s s e e e e e e e s ee e e 44 s e a e e R e e R e s s e e e £eaea s e e R a8 e s s e e ettt et e o4 e emn s e e seeee et e e e e neeeeeeesssmmmeees 126
LT O Y PP 126
L Y1 1 o 4 ! 0 PP PPPPPPT 128
PULMONARY ARTERIAL HYPERTENSION MEDICATIONS ... ...ttt ettt e et e e e e e e e e e et immt e e e e e e e e e e e e e e e e st e e e ee e e e e e e s s e s s e s bbb be e e s s snnee 134
RENAL DISEASE: PHOSPHATE BINDERS . ... ..ttt et et e et e e e e e s ses e e s e e ettt e e e te e e e e e e e e et iamme e e e e e e e e e e e e e e s s e st e bR e ne e e e e e e e se s s e s s bbb bbb b e e e s s saannee 135
RESTLESS LEG SYNDROME MEDICATIONS ... ..ttt e e e e et e et e e s seab e b e b b e e e e e e e e et e e a4 e e e e s sms s e e e e e e e e e e e e e e e e e e e st e s smme e e e e e e e e e e e e s e e s ee s st bnnne e e e s s s 135
RHEUMATOID, JUVENILE & PSORIATIC ARTHRITIS: IMMUNOMODULATORS ...ttt e ee ettt et sener e e et ettt et e e e e e e e e s s saamt e et e et e e aeeeeeeeesessaaannneaeeeeeens 136
SICKLE CELL DISEASE THERAPIES. ... .ottt tet ettt eeea s e e b E e ettt e et s eaas s e R e e Ee s e et ettt et 44444 e e eamms s e e e et et e e e eeeee e e e s e et e e mme e et e e e eeeeesesse s s s e e eeeeneesaesannnnnnn 137
TSI N WAV = o R o N[O [ O T TP TP PP PPPP TP 138
SMOKING CESSATION THERAPIES ...ttt e ee b e ettt ettt e eaas e e e e Ee s e et ettt et a4 44 e e e eamms st ettt e et e e ae e e e e e e e e e s e e mme e et e e eeeeeeneesa s s nneeeeneenaesannnnnne 139
SUBSTANCE USE DISORDER TREATIMENT S ... ittt ieeese st eesea st e e e e e ettt et e a4 e emes s e se e e et ettt et e e e ee e e e e e eamme e et e et e e eeeeeee et e e s ae e s ammee e e e eeeeeeeesassa e e nn e e s e s 139
TESTOSTERONE REPLAEMENT THERAPY. ..ottt ettt e e e e e e s b b e e b e s e e e h b E bbb b e b e e e e e e e e e e s se bbb e e b e e e e e e e e e e e e e e e e e e s smmmneeeeeees 141
URINARY ANTISPASMODICS . ...ttt e e bbb e e s e e aa s bbb e b e b e s e e e e e e 44 e o4 se s E b e s 4 e e e e e e 44 e a4 e e e e e e e s smmme e e e e e e e e e e e e e e e e e et e s mR R e e e e e s eeeesse s s bbb r b b be e e s 142
VAGINAL ANTI -INFECTIVES . ...ttt bbb e e e bbb s b e e e e e et e e s ee s s b E e e b e e e e e e e e e 444 e e oo e e emms st e et e e e e e e e e s e e e e e se et s amme e e e e e e e e e e e e nessassaabbbnnne s 142
VASOPRESSIN RECEPTOR ANTAGOISIT. ....eeitiiiiiiiiiiiiiiie ittt et e a b e s e e e e bbb bbb E e e s e s s et e e e s em b e b b e e b e e e e 4ot e e a4 e e e e e e s sms e e e e et e e e e e aeeeeeeessessammnraeeeeeeeneas 143
VITAMINS: PRENATAL MULTIVITAMINS .ttt ee et e ettt s et e e e e e s eas e ettt et e et e e e e e e e e e e s se s smmme e e e e e e e e e e e e se e sa b e e ee e e e s se s s asab bbb e b e bessne e aenernne 143



ORAL AGENTS

AMNESTEEM (isotretinoin) capsules
CLARAVIS (isotretinoin) capsules
MYORISAN (isotretinoin) capsules
ZENATANE (isotretinoin) capsules

TOPICAL AGENTS

BENZOYL PEROXIDE PRODUCTS

BENZOYL PEROXIDE 2.5%, 5%, 10%; 3%, 5%,
10% @.; 5.3%, 9.80 F

PANOXYL,; 4%, 10% CL,

CLINDAMYCIN PROD UCTS
CLINDAMYCIN 1% S, G, L, P

ERYTHROMYCIN PRODUCTS
ERYTHROMYCIN 2% S, G

MINOCYCLINE PRODUCTS
All Products Reqjite PA

SODIUM SULFACETAMIDE PRODU CTS
KLARON® (sodium sulfacetamide 10% L)

COMBINATION PRODUCTS

ERYTHROMYCIN / BENZOYL PEROXIDE

CLINDAMYCIN/BENZOY L PEROXIDE (compare
to Benzaclin®)G

OTHER

C=cream,CL=cleanser E=emulsionF=Foam,
G=gel, L=lotion, O=ointment, P=pads,
S=solution W=wash, Bbar

ACNEAGENTS

Absorica® (isotretinin) capsules
Isotretinoincapsules

Benzol Peroxidé&%, 10%L

Clindamycin 1%F
CleocinT® (clindamycin)1% L

Erygel® (erythromycin 2% G)

Amzeeq® (minocycline) 4% am

Sodium Sulfacetamid&0% L
Sodium Sifacetamide/Sulfur C, C,P, E
Sodium Sulfacetamide/Sulfuy

Sumaxin® (sulfacetamide/sulfut., P, W)

Benzaclin® (clindamgin/berroyl peroxide)
Benzamyci® (erythromycin/bazoyl peroxide)
Clindamycin/Benzoyl Peroxide Pump

Onextor® (clindamycin/benzg peroxide)
Dapson&%, 7.0 G

All other brands any topal acne antinfective
medication

Absorica, Isotretinoin: paient has haa documented side effecallergy, or
treatment failure with at least two isotretinoin pregerproducts.

Single ingredient products: patienthas had a documented siféect, allergy or
treatmenfailure withtwo preferredproducts including one from the same
sub-categonyif there is one availabléf a product has anB\rated generic,
there must have been a tridithe generic.

Benzaclin, Benzamycin: patient mushave a documented intolerance to the gene
equivalent.

Sodium Sulfacetamide Productspatient has had a documented side effect, alle
or treatment failu with two preferred products, one of whichstbe Klaron
lotion.

Clindamycin/Benzoyl peroxide pump, Onexton: there must be a clirédly
compelling reason why clindamycin/benzoyl peroxide gel cannot be usec

Limitati ons: Kits with non-drug products @ nd covered



TOPICAL T ANDROGEN RECEPTOR INHIBITO RS

All products requird®A
TOPICAL - RETINOIDS

AVITA ® (tretingn)

DIFFERIN® (adapalene) 0.1%, G; L 0.3% G

RETIN-A® (tretinoin) 0.025% 0.05%, 0.1% C;
0.01%, 0025% G

C=cream,G=gel, L=lotion

TOPICAL - ROSACEA

FINACEA® (azehic acig 15%G, F
METRONIDAZOLE 0.75%C, G,L
SOOLANTRA® (ivermectn) 1% C

C=cream, F=Foam,G=gel, L=lotion

Winlevi® (clascoteror) 1% C

Adapalene (compare to Déffin®) 0.1% C, G, 0.3% G

Adapaler/Benzoyl Peroxide.1-2.5%G

Aklief® (trifarotene) 0.08% C

AltrenoE (tretinoin) 005% L

Arazlo® (tazartene) 0.045% L

Atralin® (tretinoin) 0.05% G

Clindanycin/tretinon 1.20.025% G

Epiduo Forte (adapgene/benzoyl peroxide) 085% G

Fabior® (tazarotene) 0.1% F

Plixde® (adapaleng0.1% swab

Retin-A Micro® (tretinoin mcrosphere) 0.04%,
0.06%, 0.08%, 0.1%

Tazarotene (compare tcaﬂ'orat@)o.l%c

Tretinoin (compare tdretinA®) 0.025%, 0.05%, 0.1%
C;0.01%, 0.025% G

Tretinoin microspbre(compare to RetiA Micro®)
0.1%, 0.04%

All brand metronidazole produ:c(MetroCrear@
0.75%C, Metroge® 1% G, MetroLotior® 0.75%L,
Noritat€® 19 C etc)

Ivermectin (compare to Soolanta®) C

Metroridazolel% G
Zilxi® (minocycline)1.5%F

Winlevi: patient has had documented side effect, allergy, or treatment
failure with two preferred products

Altreno, Atralin, Retin-A Micro, Tretinoin, Tretinoin micro sphere:diagnosis
or indication is acne vudgis,actinic keratosispr rosacea AID patient has
had a documentedd® effect, allergy, or treatmergilure with a preferred
topical tretinoin prodct (Avita or RetinA®).

Adapalene patient has had a documted side effect, lergy, or treatment
failure withthebrandname egivalent.

Aklief, Arazlo, Fabior, Tazarotene patient has had a documented siffect or

treatment failure with preferredopical tretnoin product andDifferin.

Adapalene/benzoyl peoxide gel,Clindamycin/tretinoin gel, Epiduo Forte:

patient has haddocumentedide effect or treatmerfiilure an combination therapy

with the seprate ingredients of the combiieat product

Plixda: patient has had a docuenid sideeffect, allergy, otreatmenfailure
with brand Differin AND ageneric adapalene product

Limitatio ns: Coverage of topical retinoid pducts will not be approved for
cosmeticuse (wrinkles age spots, etc.) (i.e. Avage, Rendrid.uma).

Brand name metronidazole productsM etronidazole 1% gel (genem):
diagnosis or idication is reacea AND patient lhad alocumented side
effect, allergy or tretment failue with a preferred generiogical
metronidazoleproduct If a product has an AB rateddgeric, there must have
also been a triaf the generic formulation.

Ivermectin cream: the patient has a documented intolerance to brand Soolantr:

Zilxi : diagnosis or indication is rosaa ANDpatient fas had a documented sid
effect, allergy,or treatnent failure with apreferred generic fucal
metronidazole product and Finacea.

Limitations : The use of Mirvaso (brimadine topical gel) for treating shi
redness is considered cosmetfidedicaions usedor cosmetic purposeser
excluded frontoverage.Mirvaso topical gehas not been showo improve
any other symptom absacede.g. pustules, papules, flushimgc) or to alter
the course of the disse.



SHORT/INTERMEDIATE ACTING STIMULANTS

AMPHETAMINE/DETROAMPHETAMINE
(compare to Aderal@)

DEXMETHYLPHENIDATE (compare to Focal@)
METHYLIN® (compare to Rita®) solution
METHYLPHENIDATE (compare to Ritalir@) tablets

soluion
METHYLPHENIDATE SR (compare to

Ritalin® SR)
PROCENTRA® (dextreamphetamine sulfate)

1 mg/ml oral soltion

LONG ACTING STIMULANTS
METHYLPHENI DATE PRODUCTS
ORAL

CONCERTA® (methylphenidate SA O&% IR/ER,
22:78%)

DEXMETHYLPHENIDATE SR 2 HR IR/ER
50:50% (compare to Focalin XR®)

METHYLPHENIDATE SR 24 HR, IR/ER, 50:50%
(compare to Ritalin A®)

QUILLICHEW ER ™ (methylpheidate R/ER,
30:70%) chewable tablets
RITALIN LA® (methylpheiidate SR 24 HRIR/ER,

50:50%)

ORAL SUSPENSION

ADHD AND NARCOLEPSY CATAEBKY MEDCATIONS

Adderalf® (amphetamine/dextroamphetamine)

Amphetamine Sulfate (compare todkeo)

Desoxyﬁ@ (methamphtamine)
Dextroamphetamine Hate1 mg/ml oral saltion
DextroamphetamineR (Zenzedi 5 o0 mg, fomerly

Dexedriné®)
Evekeo® (amphetamirgulfate)
Evekeo® ODT (amphetamine sulfate)

Focalirf® (dexmethylphenidate)

Methamphetaminécompare to Desox@l)

Methylphenidate (compare to Ritalin ®) chewable
tablds

Ritalin® (methylphenidte)

zenzed? (dextroampletamine IR) 2.5 mg, 7.6g, 15
mg, 20 ng, 30 mg talkets

Adhansia®XR (methylphaidatelR/ER 20:80%
QTY UMIT: 1 capsule/day
Aptensio® XR (methylphedate DR 24HR IR/ER,

40:60%)
Azstary$M (serdexmethylphenidatdexmethylphenidaje

Cotemplé@ XR (methylphenidate IRE 25:75%) ODT
Focalin® XR (dexmethylphenidate SR 24 HR
Jornay PMM (methyiphenidate ER) capsules

QTY LIMIT: 1 cepsule/dy
Methylphenidde CR, IR/ER, 30:70% (compie to

MetadateC D®)

Methylphenidate DR 24HR IR/ER, 40:60% (compare

Aptensio®XR)
Methylphenidate SAOSM IR/ER,22:78% (compar&

Clinical Criteria for ALL non -preferred drugs: patient has a dgnosis of
ADD, ADHD or narcolg@sy AND patient has been started analbdlized on
the requeted medication(Note: samplesre not cmsidered adequate
justification for sthilization.) OR patient meets additional clinical criteria
outlined below.

Focalin, Adderall, Ritalin: the patientmust have had a documented intoleranc
to thepreferedgeneric equivalent.

M ethamphetamineand Desoxy: Given the high abusgotential of
mehamphetamiaand Desoxyn, the patient must have a diagnosis of ADL
ADHD or narcol@sy and have failed all prefedtreatmet alternatives. In
addition, for approwal of brard name Desoxyrthe patient mushave hada
documented intolerae to generic mthamphetamia

Methylphenidate chewable tabletspatient has a documented intolerautm
methylphenidatand Methyin solution

Evekeo ODT,Dextroamphetamine oral solition: patient has a meddil necessy
for anonsdid oral dosage forme(g.swallowing disorder). ANDthepatient has
a documented intoleran&eocentraral soluion.

Amphetamine Sulfate, Dextroampheamine IR, Zenzedi, Evekeothe patient bs
had a doumented sideffect, allergy, or teatmet failure of at least 2 preferred
agents (If groduct has an AB rated generic, there must have been a trial of
generic)

Clinical criterial for ALL no n-preferred drugs the pdient ha a diagnosis of
ADD, ADHD or narcol@sy AND has been stadeand sabilizedon the
requested medication. (Note: saegphrenot considered adequate
justification for stabilization) OR meets theditlonal clinical criteriaoutlined
below.

Methylph enidate CR: patient has had a documented sédiect, allergy, or
treatmentfailure on onepreferred longacting Methyphenidae praluct

Azstarys,Adhasia XR, Coempla XR ODT, Jornay PM: patient has had

documented sideffect,allergy, or treament faiure on 3 peferred longacting

Methylphenidatgroducs.

Aptensio XR, Methylphenidate DR 40:60 patient has hd a documented side
effect, allergy, or treatméfailure ontwo preferred longacting Methylenidate
productsFor appoval of Methylphenidat®R 40:60, the patient must also hav
a documented intolerance to brand Aptensio XR.

Methylphenidate SA OSM: the patient must have adenented intolerareto



QUILLIVANT XR ® (mehylpheridatel R/ER,
20:80%)
QTY LIMIT: 1 bottlgRx (60ml, 120ml, 150ml)
2 bottlegRx (180ml)

TRANSDERMAL
All products require PA

AMPHETAMINE PRODUCTS
ORAL
ADDERALL XR®

(amphetamine/dexiamphetamine SR 24 HR,
IR/ER, 5050%)

AMPHETAMINE/DEXTROAMPHETAMINE SR
24 HR, IR/ER50:50%(compare to Adderall
xR®)

VYVANSE® (lisdexamfetaminejapsule
QTY LIMIT: 1 cap/day

MISCELLANEOUS

ARMODAFINIL (compare to NuvigiP)
QTY LMIT: 50mg = 2 abs/day
150mg/200mg/250mg = 1 tab/dayMax days
supply = 30 days

ATOMOXETINE (compare t@&trattea®)
QTY LIMIT: 10, 18, 25 and 40 mg = 2 capsules/d:
60, 80 ad 100 ng = 1 cagule/day
FDA maximum recommered dose = 100 mg&y

brand Concera.
Relexxi: Both Concerta and mstiphenidate SA OSM must le a longterm

backordeand unavailable from the manufacturer

Concert®)
Relexxii® (methylphenidate E OSM) IR/ER, 22:78%

Daytrané@ (methylphenidatpatd)

TYLIMIT: 1
Q path/day Daytrana patch: patienthas a dcumentednedical necessity for a specialty Ro

oral dosgeform.

Adzenys XF ODT (amphetamine SR 24 HR, IR/ER,

50:50% . .
) . Adzenys XR ODT, Adzenys ER suspensigibyanavel XR sugpension Vyvanse
QTYLIMIT: 1 capldy hew: pati be unable til dderall inkled |
AdzenysERE suspensi on Z4&Rp h e Chew: patient must be unabletolerate Adderall XR sprinkled onto applesauce ¢

Vyvanse mixed with yogurtvater, or oramge juice.

Dexedrine CR, DextroamphetamineSR, Myd ayis: patient nust havea
documented intolerance two preferrel amphetamine produetFar approval
of brandDexelrine CR the paient must also have a documented intoleran:
to the generiequivalent.

IR/ER, 50:50%)

Dyanavel™ suspenisn
(amphetamine/dextroamphetamine SR)
QTY LIMIT: 240ml/30days

Dexedine CF® (dextroampletamine24 HR SR)
Dextroamphetamin24 HR SR (compareio Dexedrine
CR®)
Mydayi® (mixed amph&amine saltsgxtendeerelease
capsuts
Vyvanse® (lisdexamfetamine) chewalédlet
QTY LIMIT: 1 tab/day

Intuniv, Nuvigil, Provigi |, Strattera: patient nust hae a docuranted
intolerance to thgeneic equivalent.
Qelbree: The patient has haddacumented side fct, allergy contraindication, or

treatment failure tone preerred stnulant or there is a history of substance
abuse ith thepatientor famiy of the patient AND the patient has had
documented side effectlergy, or treatment faure to atomoxaetie.

Sunosi: patient has had a documented side effectggll@rtreatmen failure to 2

Intuniv® (guanfacine exteratl rdease)ablet
QTY LIMIT: 1 teblet/day
Nuvigil® (armodafinil)
QTY LIMIT:50 mg = 2 tatgdts/day; 150 mgd
mg/250 mg = 1 tablet/dayMax days supply = 30 day
Provigit® (modafinil)
QTY LMIT: 100 mg = 15 tablets/day200 mg =2



CLONIDINE ER
QTY LMIT: 4 tabs/day

GUANFACINE ER(Intuniv®)

MODAFINIL (compardo Plovigil®)
QTY LIMIT: 100 mg= 1.5 tablets/day200 mg = 2
tablets/dg
Maximum Daily Dose = 40éng, Max day
supply = 30 days

All products require PA

tablets/day prefered agents (may be stimotar nonstimulant)

Maximum Daily Dose = 400mg, Max day syoply = Wakix: indication for usés the treatment afxcessive daytime sleepss in

30 days narcolepsy AND mitent has no known risk factors for increased QT prolonga
Qelbreé" (viloxazine hydrochloridef R capsule (e.g. cardiacrahythrrias, symgomatic bradycardidyypokalemia, or congenital

QTY LIMIT:100mg = 1 capsule/day prolongdion d the QT hterva) AND medicatbn is not being used

150 mg/200 mg = 2 capsules/day combination with othedlrugs krown to prolonghe QT interval (e.g.

FDA maximum reommened dose antipsychotics, erythromycin, tricyclic antidepresspiteD patient has had a

= 400 mg/day documented de effect, allergy, or teement falureto at leas 3 agets (may be
Stratterf (atomoxetine) preferred or nowprefared may be stimulant aton-stimdany, one ofwhich

QTYLIMIT: 10, 18,25 and & mg= 2 capsules/day must be Sunosi.

60, 80 and 100 mg 1 capsule/day Xyrem, Xywav: patiert has had a dammented side effect|/lergy, or treament

FDA maxinum recommended dose = 100/day failure to 2 preferred agents (may be stiamtilornon-stmulant and Sunai
Sunosi® (solriamfel) tablet AND patient has been enrolletthe REMS programPAND for approvalof

QTY LIMIT: 1 tablet/day Xywav, thepatient must lave adoaumented itolerarceto Xyrem

FDA maximumrecommeded dose 150 ng/day
Wakix® (pitolisant) tablet
QTY LIMT: 2 tablets/chy
FDA maximum recommended dose = 35.6 mg/day
Xyrem® (sodium oxybate) orablution
QTY LIMIT: 540ml/30 days
Xywav™ (calcium magnesium, potassium,casdium
oxybates) sakion
QTY LIMIT: 9 g (18 ni.)/day

ALLERGEN IMM UNOTHERAPY

Oralair® Oralair:
QTY LIMIT: 1 tablet/day 1 Patmt age 010 yeANDs and 065 yec
Palforzia® (peantallegen povder-dnfp) A Treatment musttart 12 weeks befe expected onset of pollen seasol
and only after confirmed by possié skin tesor in vitro testing ér
pollen-specfic IgE antibodies for any of thedrass speciesontaned
in Oralar AND
A Patient nusthave arautcinjectable epineplime onhand
Palforzia:

1 Patientag®4yearand O 17 years for ini

for up-dosing and maintenance

The prescriber is an allergist or immunologist

Prescriber must provide the testing to show that the patient is allergic

peanuts

1 Patient must not have a retéistory of uncontrolled asthma, eosinophil
esophagitis, or other eosinophilic Gl disease.

1 Prescriber, pharmacy, and patient must be registered with the REMS

1
1
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All products require PA

CHOLINESTERASE INHIBITORS

DONEPEZIL (compare to Aricep@) tablet5 mg and
10mg
QTY LIMIT: 1 tablet/day

GALANTAMI NE tablet

RIVASTIGMINE (compare to Exelon®) capsule
QTY LIMIT: 2 capsules/day

SOLUTION
All products require PA

program
Patient must have an atitgectable epinephrine emand
Initial approval will be grated for 6 months and includes approval for
initial dose escalation and Up Dosing. Approval for Up Dosing may b
extended if the patient was unable to tolerate all the dose leveleak?
intervals.
1  For approval of Maintenance Dosing (300mg daily), phaymecords
will be evaluated to assess compliance with once daily therapy and e
no level was missed during Up Dosing. Documentation must be provi
attesting that the patient has not experienced any treatment restrictin
adverse events (e.g. systemiergic reactions, severe anaphylaxis).

= —a

ALPHA1-PROTEINASE INHIBITORS

Aralast NF®
GlassiéFD
ProIastinC®

Zemair®
*Maximum days supply per fill for all drugs is 14
days**

L, (%) - %283

Aricepl® (donepeil) Tablet
QTY LIMIT: 1 table/day
Donepezil (compare to Aricept ®) Tablet 23 mg
Donepezil ODT (compare to Aricept® ODT)
QTY LIMIT: 1 tablet/day
Galantamine ER capsule (comparé&dazadyne® ER)

Razadyne ER (galantaminegapsule

Galantamingcompare to Bzalyne®) Oral Solution

Criteria for Approval: The indication for use is treaent of alphalproteinse
inhibitor deficiencyassociated lung disease when all of the following critel
are met: Patient's alphadntitrypsin (ATT) concentration < 80 mg per dl [o1
< 11 micromolar] AND patient has obstructive lung disease as definad by
forced expiratory valme in one second (FEV1) OF 365% of predicted or
a rapid decline in lung function defined as a change in FEV1 of > 120
mL/year. AND medication is being administered intravenously (inhalatior
administration will not be approve@ND patient is a norsmdker OR patient
meets above criteria except lung function has deteriorated beneath abov
limits while on therapy.

- %$) #! 4)/ .3

Donepezil 23mg TabletGalantamine ER CapsuleRazadyneER Capsue: the
patient has been started and stabilized on the requested medication (Nof
samples are naonsidered adequate jifistation for stabilization) OR atient
had a documented side effect, allergytreatment failure ta preferred
cholinesterasénhibitor.

Aricept: the patient has a documented latance to the generic product.

Donepezil ODT,Galantamine Oral Solution, Rivastigmine patch: medical
necessity for a specialty dosage form has been provided.faiNapproval of
rivastigninepatch the patient has a documented intoleranbeatadExelon
patch.

10



Rivastigmine (compare to Exel8hpatch
TRANSDERMAL QTY LIMIT: 1 patch/day
EXELON® (rivastigmine transdermal) Patch

QTY LIMIT: 1 patch/day

IMMUN OGLOBULIN GAMM A 1 (IgG1) MONOCLONAL ANTIBODY

All products requird®A Aduheln® (aducanumalavwa) V solution Aduhelm:

1 Patientis 50 years of age or older

9 Prescriber has assessed and documented baseline disease severity
an objective measure/to@.g., MMSE, Alzheimer's Disea Assessment
ScaleCognitive Subscale [ADASC0g-13], Alzheimer's Disease
Cooperative $tdy-Activities of Daily Living InventoryMild Cognitive,
Impairment version [ADC&\DL -MCl], Clinical Dementia Ratingsum
of Boxes [CDRSB]).

1  Patient ha mild cognitivampaiment (MCI) due to Alzheimés Disease
or mild Alzheimeés dementia as evidenclgthe following:

0 Clinical Dematia Rating (CDR) Global Sceof 0.5

o Objectiveevidence of cognitive impairment at screening

0o MMSE scoe between 24 and 30

0 PET scan ipostive for amyloid keta plaque OR &ebrospinal
fluid (CSF)test ispositivefor amyloid

9  Patienthas hd a recent (within 1 year) brain MRI prior to initiating
treatment and prescriberets to a repearain MRl prior to the
infusion (first dose of Dmg/kg) and 12" infusion (sixth dose of 10mg/kg)

9  Patient does not have any of the faling within 1 year of treatment
initiation: pretreatment localized superficial siderosis, 10 or more brait
microhemorrhages, or bramemorrhage >1 cm

1 Patient habad adocumentedreatment failug, as defined by significant
disease progression after 1 year of therajith a preérred cholinesterase
inhibitor, unless contragficated.

1  Forre-approval, the patintmust haveespomled b therapycompared to
pretreatment laselineas evidenced biynprovement, stabilizatiqror
slowingin cognitve or functional impairment AND patient has not
progressetb moderate or severe disease (theiasufficient evidence in
moderate or severe AD).

NMDA RECEPTOR ANTAGONIST
MEMANTINE Tablets Memantineoral solution Namenda:Patient has a documented intolega to the generic.

Memantine XR ¢ompare to Namenda®R) Oral Memantine XR, Namenda XR: Patiert has not been abte tolerate twicalaily
capsule dosing of immediate release memantine, resulting in significant clinical
QTY LIMIT: 1 capsule/day impact.

Namend® (memantinejablet Meman.t(i]lnezj Oral Solution: medical necessity for a specialty dosage form has bt

provide:

Namend® XR (memantine ER) Oral Capsule
QTY LIMIT: 1 capsule/day

11



CHOLINESTERASE | NHIBITOR/NMDA COMBINATIO N

All products reqire PA Namzari® (donepezil/memantine) Capsule Namzaric: Clinically compelling reason why the individual ingredients of
QTY LIMIT: 1 capsule/day donepezil and memantimannot be usd
ANALGESICS
MISCELLANE OUS: TOPICAL AND TRANSDERMAL PATCH
LIDOCAINE 3% Cream Lidocaine 5% patckcompare to Lidderm®) Lidocaine 5% patch: the patienhhas had a docuemted intolerance to brand
LIDOCAINE 4% OTC Patch QTY LIMIT: 3 patches/day Lidoderm. — . . .
LIDOCAINE 4% cream ® e Qutenza, Ztlido: diagnosis or indication is pekerpetic neuralgia AND patien
LIDODERM® Patch (lidocaine 5%) Qutenz Patc.h (capsaicin 8 %) has had a@tumented side effect, allergy, tnent failure or
3 patches/d QTY LIMIT. 4 patches/90 days contraindicéion to 2 drugs in the tricyclic antidepras$(TCA) class ad/or

QTY LIMIT: pa_ttc es/day Synera@ (I|doc§|ne/tetracalne‘7&tch . . anticonvulsant clasas well as Liddermpatch.OR patient has a medical
LIDOCAINE 5% Ointment, Cream ZtlidoE Patch (lidocaine necessityfor transdermal formulation (ex. dysphaigiability to take oral
LIDOCAINE/PRILOCAINE 2.52.5% Cream QTY LMIT: 3 patches/ay medicationy AND patient has had a domented side effect, allergy,

) treatment failue or contraindiation to Lidalermpatch.
(Note: Please refer to Analgesi€3OX lls and NSAIDs  Synera: patient has had a documentide effect, allergy, treatent failure or

for topical NSAIDS) contraindication tdidocaine/prilocaine cream.
OPIOIDS: SHORT ACTING
ACETAMINOPHEN W/CODEINE(compare to Acetaminophen w/hydrodone:all branded products Note: The intial fill for all shortacting opiates will be fhited © 50 Morphine
® ) QTY LIMIT: = 12 tablés/day Milligram Equivalents (MME) and -day supply for peti e n t ears©Of age

Tylenol™ w/codeine)age >12 years) Acetaminophen w/oxycodonall branded products OR 24 MME and 3aysiwpply forpatets O 17 year s of
BUTALBITAL COMP. W/CODEINE (compare to QTY LIMIT: = 12tablets/day Butorphanol Nasal Spray:documented site effect,latgy, treament failure, or

Fiorina® w/codeine)age 32 years) Actiq® (fentanyl lozenge oa stick: 200 mcg, 400 mcqg, contrqlndlcqt_lon o _codelmhydroc_odo_ne, morphine, & o_xycodone (all 4
CODEINE SULFATE(age >12 years) 600 mcg, 800 mcd, 200 ng, 1600 mcg) generic entities) fmngle or combination products. OR is unableise tablet
ENDOCET® Apadaz® (benzhydrocodone/APA or liquid farmulations. S .
(oxycodorew!/ acetaminophen) QTY LIMIT: 12 tablets/day Actiq, Fenta}nyl t_rans_m_ucosal, Fentor_alndlcatlon d cancer _br_eakthrough pair
HYDROCODONE(plain, w/acetaminophen, or Benzhydroodore/APAP(compare to Apadag) AND patient is opioid tolerarND ISon a long acting opioid formulation
wiibuprofen) 6ome exceptions apply) QTY LIMIT: 12 tablets/day AND is 18 years ofge or older (Actiq 1§ears of age or older) AND

QTY LIMIT: Hydrocodone/APAP = 12 tablets/da Butorphanol NasaBpray prescribeiis registered in the Transmucbsamediate Release Fentanyl

QTY LIMIT:2 bottles/month (TIRF) Risk Exdluation and Mitigation Straty (REMS) Access program
HYDROMORPHONE tables (compare to Dilaud%) Demerol (mepéridine) AND member has had a documented treatment failure with or intoketa 2
MORPHINE SULFATE

of the following 3 immediate release treatment op: morphine,

OXYCODONE (plain) Dilaudid®(hydromorphone) tablets hydromorphone ooxycodone. OR is unable tseitablet oribuid
OXYCODONE (w/acetaminophe w/aspirin or DiIaudid-5®(hydr0morphone) oral solutio formulations AND if therequest is for brand nandetiq, member has a
wi/ibuprofen) . . ® documented intolerance to generic fentargthémucosal.
. - Fentanyl ciirate transmucos@ompared Actiq™) Dilaudid - 5 Oral Solution, Hydromorphone Oral Solution: member has had i
QTYLIMIT: Oxycodone/APAP = 12ablets/day ® . . . .
Fentora” (fentanyl citrate buccal tablets) documaeted side effect, allergy dreatment failre with oxycodone oral
TRAMADOL (compare to UltraiR) HydrocodoneAcetaminophersolution 10-325 Mg15ml solution and morphine oral solah OR has been started and stabilized on
QTYLIMIT:8 t abl ets/day (A another dosage form bfydromorphone AND ithe request is for the brande
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TRAMADOL/APAP (compaeto UItrace@) Hydromorphoneral soltion (compareo Dilaudid5®)

QTY LIMIT: 8 tablets/day Age ©O18) Meperidine
QTY LIMIT: 30 tablets/&day supply peB0 days
**NOTE: As of 5/1/21, a completed sadty Nucynta® (tapentadol)

checklist must be submitted for new patients
exceeding 90 MME per day, and existing
patients exceeding 20 MME per day (applies
to any combination of short and/@ long acting
opiates)**

Oxycodme (plain) capsules
Oxymorphongcompared Opana®)
Pentazocine w/acaminophen
Pentazocine w/nakone

Seglenti® (celecoxib/tramadol) oral tablet
Ultracet® (tramadol w/ acetaminophen

! . TY LIMIT:8 tablets/
Note: The FDA redticts the use of prescription Q dp

codeire pain ancough mettines in children.
Prior authorization is required for patierts2
years of age.

OPIOIDS: LONG ACTING

TRANSDERMAL

BUTRANS (buprenorphine) TRANSDERMAL Buprenorphine patch (compare to Butrans®)
SYSTEM QTY LIMIT: 4 patchesz8days) (Maximun8-day
QTY UMIT: 4 patchesz8 days (Maximun8-day Fill')
fill) Fentanyl patch 37 &icg/hr, 62.5ncg/hr, 87.5mcg/hr

FENTANYL PATCH (compare to Durag)
QTY LIMIT: 12 mcg/hr, 25 mcg/hr, 50 meg/hr § 1
patchef0 days 75mcg/hr,100 mcgthr = 30
paches/30 days

B AL
BuccAL Belbuc® (buprenorphine hcl buccal film)

product,patient has a documented int@ece to the generic product.

Oxycodone (gneric) Capsules:member has documented intolerance to
generic oxycodone tablets.

Seglents: The patient has a domenéd side effectllergy, or treatment faike with
two or more prefrred agentsAND the patient is unable to take the individual
componentseparately

Ultracet: member has a documentedoierance to thgeneic formulation

Other Short acting Opioids: member hahad a @cumentd side effect, allergy.
or treatment failure to at lea8tmedications norequiring prior approval. (If a
product has an AB rated generic, one trial must be theriggn

PA requeststo exceed daily cumulative MME limits:

1 Non-Opioid altematives(up to amaximum dose recommended by the
FDA) and NonPharmacological Treatments have beensicered, and
any appropriate treatments are
records. Suckreatments may include, but are not limited to: NBAJ
Acetaminoph@, Acupuncture, Chiropractic, Physical Therapy.
Vermont Prescription Monitoring System (VEYlhas been queried.
Patient education and informed consent have been obtairtkd, an
ControlledSubstance Treatment Agreement is included in the gan 1
medical ecord.

1 Areevaluation of the effectiveness adfset y of t he |
managementplan i ncl udi ng an assessme
to the treatment regimen ismpleted no lesthan once every 90 days

1 Patient has a valid preggtion for or dates tley are in possession of
naloxone.

1 Patients in nursing homes, receiving or eligilite hospice services, or
those with chronic pain associated with cancer or careatment are
exenpt from these requirements.

Limitations: APAP cmtainingproducs: dailydoses theresult in > 4 grams of
acetaminophen/day will reject for PA; Meperidifegmg/ml injection no
longer availablé 25 mg/ml, 50mg/ml and 10Gng/ml availate. Brand name
Demerol 75mg/ml and 10Gng/2ml not covered no geeric egiivalens. °

= —a

CLINICAL CONSIDERATIONS: Long acting opial dosage forms are
intended for use in opioid tolarapatients only Theseablet/capsule/topical
medication strengths may cause fatal respiratoryedsmrnwhen
administered to patients not previouslyeged to opioids. LA opioids
should be prescribe for patients with a diagnosis or condition thajuiees a
continwus, arandthe-clock analgesic. LA opioids should be reserved for
use in patientsofr whomalternative treatment options (e.g., rapioid
analgesics or immediateleag opioids) are ieffective, not tolerated, or
would be otherwise inadjuae © provide suffident management of pain. L/
opioids are NOT intended for use as 'prn' arsifgel A opioids are NOT
indicated for pain in the imediate posbperative period (tfirst 12-24
hours following surgery) or if the pain is mild, or nexpected to pesist for
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All products require PA QTY LIMIT: 56films/28 days (Maximum 28-day fil l)

ORAL . ® ; ;
= Conzip~ (tramadol ER biphasic releasapsule
MORPHINE SULFATE CRL2 hrtablet (compare to QTY LIMIT: 1 capsulalay
MS Contin®) Hydromorphone XR tablet
QTY LIMIT: 90 tablets/strength/30 days QTY LIMIT: 30 tablets/30 days (8 mg, 12 mM&, mg
tabs)

Methadon& mg 10 mg takets

Methadoneral solution (no PA redred forpatientless
than lyear old)

Methaloneoral concentrate 10 mg/ml

Morphine sulfate SR 24tmapsule (compare to Kad@m
QTY LIMIT: 60 capsules/sength/30 day

Morphine sulfateSR beads 24tgapsule
QTY LIMIT: 30capsules/strength/30 days

MS Contin® (momhinesulfateCR 12 hr)tablets
QTY LIMIT: 90tablets/strength/30 days
Oxymorphore ER
QTY LIMIT: 60 tablets/strength/30 days

Nucynta EF (tapentadol ER)
QTY LIMIT: 2 tabletéday

TramadolSR (compare to Ultram E@)
QTY LIMIT: 1 tablet/day

TramadolER biprasiereleas@ capsule
QTY LIMIT: 150 mg =1 capsule/day

Tramadol ER biphasireleasdablet (formerly Ryzo@)
QTY LIMIT: 1 tablet/day

Zohydro EFR (hydrocodone bitartrate

ORAL, ABUSE-DETERRENT FORMULAT IONS
XTAMPZA ER® (oxycodone R)
QTY LIMT: 60 capgstrength/30days

Hysingla ER® (hydrocodone bitartrate)
QTY LIMIT: 1 tablet/day

an extended period of time. LA opioids are not intended to be used in a
dosage frguency other than FDA approved regimens. Regishould not be
using other etended release apids prescribed by another physician.
Prescribersteould cansult the VPMS {/ermont Prescription Monitoring
System) to review a patient's SchedulelNV mediation use before
prescribing long acting opiosd

Belbuca Films Buprenorphine Patch: the patieh has had a documente
intolerance to Butrans patche

Fentanyl patches 37.5neg/hr, 62.5mcg/hr, 87.5mcg/hrprovider must submit
clinical rationale detaiihg whythe patient is unable to use a combination o
the preferred strengths.

Methadone Tablet: patient has had a documented side effect, allergy, or
treatment failure © morphne sulfate CR 12 hr tablets AND the initial
methadone daily dose does noteed 30ng (Note: Methadone produst
when used for treatment of opioid addiction in déioation or mantenance
programs, shallddisp@sed ONLY by cerfied opiid treament pograns as
stipulated in 42 CFR 8.1XOT retail pharmacy

Methadone Liquid: Patient must have a medical nesisfor an oral liquid (i.e.
swallowing disorder, indlity to take aal medications) AND the itial daily
dose does naxceed30mg ORpatienthas leen started and stabilized orth
requested oral liquid medicatiofNote: Methadone products, when used
treatment of opioid addiction in detoxification maintenance pgrams, shall
be dispensed LY by certified opioid teatmeniprograns as spulaied in 42
CFR 8.12, NOT retail prmacy)

Conzip, Tramadol ER biphasicrelease Capsule, Tramadol ER biphsic-
release Tablet, Tramadol ER/SR:member has had adumented treaient
failure to a preferredhortacting tramadol mduct. In addifon, forappoval
of tramadol ER biphasielease capsule or tablettbe patient must have a
documented intolerande generic tramadol ER/SR.

Oral Non-Preferred (except nethadone & tramadol containing products):
the pdient has had a @amentedside efect, alergy, or treatment failure to
morphie sulfate CR 12hr tablet (generic) AND generic fentanyl patch. (I
product has an AB rated generic, there must have bea@l aftthe geeric).
AND the patient mustave adocumented sideffect, dlergy, or treatment
failure to the preferred abusetdrrent formulationtampza ER before
OxyContinwill be approved.

Hysingla ER/Zohydro ER: Available with PA for those unabte tolerate ap
prefered medications. All requests will go to thHA Medical Director
for approwal.

PA requeststo exceed daily cumulative MME limits:

1 Non-Opioid altermtives (up to a maximum dose recommended by t
FDA) and NonPharmacological Treatnts have beetonsicered, and
any appropriate treatments are doemted inthe pat e n tedical m
records. Such tréments may include, but are not limited to: NSAIDs
Acetaminophen, Acupuncture, Chiropractic, Physical Therapy.

1  Vermont Prescription Monitang System (VIMS) hasbeen queried.
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*NOTE: As of 5/1/21, a completed safety
checklist must be submitted for new patients
exceeding 90 MME per day, and existing
patients exceedig 120 MME per day (applies
to any combination of stort and/or long acting
opiates)**

NSAIDS

ORAL
SINGLE AGENT
DICLOFENACPOTASSUM
DICLOFENAC SODIUM
ETODOLAC
FLURBIPROFEN
IBUPROFEN
INDOMETHACIN
INDOMETHACIN ER
KETOPROFEN
KETOROLAC
QTY LIMT: 20 doses/8lay sypply every 90 day
MECLOFENAMATE SODIUM
MEFANAMIC ACID capsuks
MELOXICAM tabs
NABUMETONE
NAPROXEN250mg,
375mg, 500mg
NAPROXEN ENTERIC COATED375mg, 5@ mg
NAPROXEN SODIUM 27%ng, 550mg

NAPROXEN SODIUM OTC 226ng
OXAPROZIN (compae to Daypc®)

PIROXICAM (compare to Felde@e
SULINDAC

Oxycodore ER(compare to OxyContﬁ)
QTY LIMIT: 90 taltets/strength/30 days

OxyContin® (Oxycodme ER)
QTY LIMIT: 90 tablets/strength/30 days

Camb'a® (diclofenagpotassium) packdor oral solution
QTY LIMIT: 9 packets/month

Daypro® (oxaprozir)

Etodolac ER

Felden® (piroxicam)

Fenoprofen 40mg c
Fenoprden 600 mg tab

Indocir® (indomethacin) suspsion
Ketoprofen ER

Lofena™ (diclofenac) tablet

Meloxicam capsule (congpe to Vivlode®)

Nalfon® (fenoprofen) 400 mg capss
Naprelar@ (naproxen sodiurkR)
Naproxen gal supension

Naproxen sodiurkR

Naproxen suspension 125bml
Relafen® DS (nabumetone)

Zipsor® (diclofenac potssium)

Zorvolex® (diclofenac) Capsules
QTY LIMIT: 3 capsuls/day

1 Patient education and informednsentave bee obtaired, and a
ControlledSublsance Treat ment Agr eeme
medical record.

T A reevaluation of the effectiwv
managementplaincudi ng an assessment ¢
to thetreatmen regimen is completed no lessah once every 90 days.

1  Patient has a valid prescriptioor for states they are in possession of
naloxone.

i Patients in nursing homes, recaiyior eligiblefor hospice
services, or those with chronic pain@datedwith carcer or ancer
treatment are exerhfrom these requirements.

Limitations: Methadone 40mgisipersible tablet not approved for retail
dispensing.

Arthrotec, diclofenac/misoprosgol, Duexis: patient has a documented side
effect or treatment fhire to 2 or more preferred geneNSAIDs OR patient
is not a

candidate fortierapy with goreferred generic NSAID montherapy due to
one of the folloving: patient i$60 years of ager older, Patient has a history
of Gl bleed, Patient is currenttgking an oral corticosteroid, Pattas
currently taking methotseate AND for approval of diclofenac/misoprostol,
the patient must have a documted intolerance to brand Arthrotec

Cambia: drug is being prescribed for treatment of acute migraine attacks AN
patient hahad a documead sideeffect or treatment failure to 2 or more
preferred greric NSAIDs, oe of which musbe generic diclofenac O&ug
is
being prescribed for treagnt of acute migraine attacks AND patient has a
requirement for an oral liquid daga form (i.e swallowing disorder, inability
to take oral medications) ANPatient has had documented sideffect or
treatment fdure with the generic ibuprofen suspensio

Celebrex patient has had a documentetblerance t@yeneric celecoxib.

Pennsad: patient havad adocumented side effect or inadequate response tc
Diclofenacgel or todcal solution.

Diclofenac Patch, Licart patient has had a documented side &ffec
inadequate response to Diclofenac gel or topical solutioD ABkient has a
documented int@ranceto brand Flector Patch.

Duexis, | buprofen/famotidine, naproxen/esomeprazte, Vimovo: patient is
unable to takéhe individual componentseparatelyAND for approval of
ibuprofen/famotidiner naproxen/esomeprazotbge patient must have a
documentedhtolerance to thérand name equivalent.

Elyxyb: drug is being prescribed ftreatmenbdf acute migraine attaclkisND
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ORAL
COX-II Selective
CELECOXIB

QTY LIMIT: 2 caps/day

INJECTABLE

KETOROLAC Injection (formerly Toradé?)
QTY LIMIT: 1 dose per fil

NASAL SPRAY
All productsrequire PA

TOPICAL
DICLOFENAC (compare to Voltaren®) gel 1%

DICLOFENAC 15 % Topical Soltion

TRANSDERMAL
Flector® (diclofenac) 1.3 % Patch
QTY LIMIT: 2 patches/day

NSAID/ANTI -ULCER
All products require PA

Not e: Pl ease

Gel

Preferred After Clinical Criteria Are Met

ENBREL® (etanecept)
QTY LIMIT:50 mg =4 syringes/28 days

r aalf Actinict o
Keratoss Theray 0 Solaraz® or Diclofenac 3%

Celebre® (celecoxib) cagule
QTY LIMIT: 2 caps/day
Elyxyb™ (celecoxib) oral solution

Sprix® (ketorolag Nasal Spray
QTY LIMIT: 5 bottles/5 days once every 90 day

Pennsaid® (diclofenac) 2% Topical Solution

Diclofenac(compare to Flector®).3% Patch
QTYLIMIT: 2 patches/day

Licart® (diclofenac eplamine) 13% Patch
QTY LIMIT: 1 patchday

Arthrote® (diclofenac sodium w/misoprostol)
Diclofenac sodim w/misoprosto{compare to

Arthrote® )

Duexi® (ibuprofen/famotidine)
QTY LIMIT: 3 tablets/da
Ibuprofen/famotidine (compare to Due®is

QTY LIMIT: 3 tablets/day
Naproxen/eomeprazole (conge to Vimov®)

Vimovo® (naproxen/esomeprazole)
QTY LIMIT: 2 tablets/day

patient has had a documented side effeceatrnent failure to 2 anore
preferred generic NSAIDs, one of which must be gemet&coxibOR drug is
being prescribed for treatment of acute migraine attacks ANBrpéias a
requirement for@oral liquid dosage form (i.e. swallowing disorder, irpito
take oral medid#ns) AND patient has had a documented side effect or
treatment failure ith the generic ibuprofen suspension.

Lofena, Zipsor, Zorvolex: patient kas had a documented side effectrgiieor
treatment failure to 4 or more preferiggeheric NSAIDspne ofwhich must be
generic diclofenac.

Meloxicam Capsule patient has had a damented side effect, allergy, or treatme
failure to 4or more preferred generic NSAIDse d which must begeneric
meloxicamtablet

Naproxen suspensionpatient has a requirement for an oral liquid dosage form |
swallowing disorderinability to take oral medications) AND patient has had a
documented side effect or treatmentufieé with generic ibuprofen suspension.

RelafenDS: patient haviad a documented side effect, allergy, or treatment
failure to 4 @ more preferred generic NSAIDspe of wheh must begeneric
nabumetone.

Sprix: indication or diagnosis moderate tonoderately severpain AND
patient has had a documented inadequate respongelerance to generic
ketorolac tablets. OR patient has a documembedical necesgifor the
speialty dosage form (i.e. inability to take medication orgWPO)).

All other PA requiring NSAIDs: patient has had documented side fefct or
treatnent failure to 2 or more preferred generic NSAIDS. (If a preichas an
AB rated generic, ontrial mustbe the generic AND if the request is for a
nonprefared extended release formulation, the patient has not bextabl
adhere to theabing schedulef theimmediate release formulation resulting
in significart clinical impad.

ANKYLOSNG SPONDYLITS: INJECTABLES
Length of Authorization: Initial PA 3 months; 12 months thereafter

Avsola® (infliximab-axxq) biosimilar © Remicad®

Cimzia® (certolizumab pegol)

Clinical Criteria:
For all drugs: patient has aidgnosis of ankylosing spondylitis (AS) ahds
already bee stabilized orthe medicatin being requeste®R patient has a
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25 mg =8 syringes/28 days

HUMIRA® (adalimumab)
QTY LIMIT2 syringes/28 days

TALTZ® (ixekizumab)
QTY LIMT: 80 mg prefilledsyringe or
autonjector = 2/28 days for the first month
and 1/28days subsequentl

BENZODIAZE PINE

CHLORDIAZEPOXIDE (formerly Librium®)

CLONAZEPAM (compared Klonopin®)
QTY LIMIT: 4 tabs/day except 2 mg
2 mg = 3 abs/day

CLONAZEPAM ODT
QTY LIMIT: 4 tabs/day exceptig.
2 mg = 3tabs/day

DIAZEPAM (compare td/alium®)

LORAZEPAM (compare to Ativa@)
QTY LIMIT: 4 tablets/dg
OXAZEPAM

QTY LIMIT: 1 kit/28 days (starter X 1, then regular) confirmed diagnds of AS, and conventional NSAID treatment and DMAR
Cosenty® (secukinumab) Swudutaneous therapy (eg. methotrexate thapy) resultedn anadverse efct, allergic
reaction, inadequate responeetreatmentdilure. If metlotrexate is

Inflectra™ (infliximab-dyyb) biosimilar to Remlcao@ contraindicated, another DMARD should be tried.

Remicad@ (infliximab) Additional criteria for Taltz: the patient hda trial and failureor

Renfexis® (inflixim ab-abda) bigimilar to Remicad® contraindicatiorto Humira.

Simpon@ (golimumab) Subcutaneous Additional cr.iteria fgr Cimzia,. Remicade Renflexis Simponi: the prescriber
QTY LIMIT:50mg prefilled syringe or autoinjector mug provide a cllmcaI.Iy validreason whyat least 2 preferred agents canno
= 1/28 dag be usedNote:Pat i ent must be O 18 yesars

safety and efficey has not baeestallished in pediatric péents.

Additional criteria for Avsola, Inflectra: the prescriber must prale a
clinically valid reason whyat least 2 preferredigentscannot be used, and the
patient must be unable to uRemicadeor Renflexis

* Patientswith documented diagnosis of active akinvolvement shoultiave a
trial with two NSAIDs, but a trial vih DMARD is not required. If no active
axial skeletalnvolvement, then NSAID trial and a DMARD trial are require
(unless otherwise contraindicdje

ANTI-ANXIETY: ANXIOLYTICS

®) Non-preferred Benzodiazepines (except foAlprazolam ODT, Intensol

Alprazolam(compareto Xana : .
P m(comp Products, and Loreev XR): patienthas a documented side effect, allergy,

QTY LIMIT: 4 tablets/day . L o
treatment fdure toat least 2 preferred benzodipi®e medications(If a
Alprazolam ERAlprazolam XK (compare to Xanax product has an AB rated geiterthere must also be a trial of the generic
XR®) formulation)
QTYLIMIT: 2 teblets/day Alprazolam ODT: patient has a docuented sié effect, allergy, or treatment
Alprazolam ODT failure to at éast 2oreferred benzodiazepine medioas. (If a product&s an
QTY LIMT: 3 tablets/day AB rated generic, there must also hiei@ of the generic formulation). OR

patient has a adicalnecessity for disintegrating tabkedminidration (i.e.
® inability to swallow tablets) ANDpatiert has a documented
Ativan™ (lorazepam) side efect, allergy or treatemt failure to clonazepam ODT.

QTYLIMIT: 4 tabldés/day Alprazolam Intensol, Diazepam Intensol, and Lorazepam Intensolpatient
Clorazepatéabs (compare to Tranxen®y has

. . a medical necessity for theespalty dbsage form (i.e. swallowing disorder).
Diazepam Intensl (diazepam encentate) AND themedicaion cannot be administered byshing oral tablets.

Alprazolam Intens&} (alprazolam concentrate)

Klonopin® (clonazepam) Loreev XR: The patient is receiving a staldese of lorazepam tablets, evenly
QTYLIMIT: 4 tabs/day exapt 2 mg. divided, three times daily AND medical reasoning for use heyonveience or
2 mg = 3 tabs/day enhanced compliance is provided.

Lorazepam Intens8) (lorazepam concentrate)
Loreev XRM (lorazepam extended relejs

Tranxene P (clorazepate tdéts)
Valium® (diazepam)
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NON-BENZODIAZEPINE

BUSPIRONE(formerly Buspa@)
HYDROXYZINE HYDROCHLORIDE (formerly

Atara@)

HYDROXYZINE PAMOATE (compare to Vistalfﬁ))
(all strengthexcept 100 mg)
MEPROBAMATE

ORAL

VITAMIN KAN TAGONIST
WARFARIN (conpare to Coumad@)

DIRECT THROMBIN INHIBITOR

PRADAXA® (dabigatran eteldte)
QTYLIMIT: 2 capules/ay

EFACTOR XA INHIBITOR

ELIQUIS® (apixaban)
QTY LIMIT: 2 tablets/day
QTY LIMIT:5mg = 4 abletsflay for 7 days if
indication istreatment of DVTor PE(followed by
5 mg twice daily)

XARELTO® (rivaroxaban)
QTY LIMIT:10 mg= 1 tablet/day
QTY LIMIT: 15mg ard 20 mg = 1 tablet/ga
QTY UMIT: 15 mg =2 tablets/day foR1 days if
indicafon is treatmenof DVT or PE (followed by
20mg once daily)
QTY LIMIT: Starter Pack (15 mg/20 mg)51
tables/30days

Preferred After Clincal Criteria Are Met
XARELTO® (rivaroxaban) 2.5 mg
QTYLIMIT: 2 tablets/day)

XanaX® (alprazolam)
QTY LIMIT: 4tablets/day

XanaxxR® (alprazolam XR)
QTY LIMIT: 2 tabletsday

HydroxyzinePamoat (100 mg trength ONLY)
(compae to Vistari@)
Vistaril® (hydroxyzine pamoate)

Hydroxyzine Pamote 100mg strength ONLY: patient is unable to usesgeric
50 mg capsules
Vistaril: patient has a documented intolerance to the generic formulation

ANTICOAGULANTS

Savaysa:creatinire clearance is documented to85 ml/min AND prescber
has provided another clinically ichreason why generic warfar Pradaxa,
Xarelto or Eliqus cannbbe used. A yearly creatinine clearance is required w
reneval of PArequest

Savays® (edoxaban)
QTY LIMIT: 1 tablet/ddy

Xarelto 2.5 mg:Patient has a diagnesif chronic coronargrtery disease (CAD) ot
peripheral gery disease (PAD) AND medgition is being used concurrentlyith
aspirin.
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INJECTABLE

UNFRACTIONATED HEPARIN INJECTABLE
HEPARIN

LOW MOLECULAR WEIGHT HEPARINS
INJECTABLE

ENOXAPARIN (compae to Loveno@)
QTY LMIT: 2 syringes/day calculated in ml
volume

SELECTIVE FACTOR XA INHIBITON
INJECTABLE
All products regiire PA

ORAL

CARBAMAZEPINE tablets(compare to Tegret@l)

CARBAMAZEPINE capsules (compare to @atrof)

CARBAMAZEPINE extended releageompare to
Tegretol XF@)

CELONTIN® (methsuxamide)
CLOBAZAM (compare to Onfi®)
QTY LIMIT:10mg =3 tabs/day20 mg=2
tabs/day

CLONAZEPAM (compare td(lonopin®)
QTY LIMIT: 4 tabets/day

CLONAZEPAM ODT (formeity Klonopin Wafer@)
QTY LIMIT: 4 tablets/day

DIAZEPAM (compare to/alium®)
DILVALPROEX SODIUM capsles (compare to

Depakote Sprinlds®)

DIVALPROEX SODIUM (compare to Depako@@
DIVALPROEX SODIUM ER(compare to Depaket

ER®)

EPITOL (carbamazepine)
ETHOSUXAMIDE (compare to Zarontii)

Fragmir@ (dalteparin)
Loveno® (enoxaparin)

QTY LIMIT: 2 syringes/day celilatedin ml volume

Arixtra® (fondaparinux)
FondaparinuXcompare to Arixtra®)

ANTICONVUWSANTS

Aptiom® (eslicabazepine acetate)
QTY LIMIT:200, 400= 1 tab/day
600 mg 800mg = 2 tabsday

Banzef (rufinamide)
QTY LIMIT: 400 mg =8 tabs/day200 mg =16
tabs/day

BanzeP (rufinamide) aal suspension

QTY LIMIT: 80 miday (3200mg/day)
Briviact® (brivaracetamjablets, oral suspension
Carbatrd? (carkamazejine) capsules
Clorazepat¢compae to Tranxend®) tablds

Depakot@ (divalproex sodium)

Depakote ER® (divalproex sodium
Depakotéprinkle@ (divalproex sdium cs)
Diacomit® (stiripentol)

Dilantin® (phenytoin)chewable tablets, capssje

sugpension
Elepsid (levetiracetamgxtended release

Epidiolex® (cannaldliol) oral solution
QTY UMIT: 20mg/kg/day(LGS or DA indication)r

25mg/kg/day (TSC indication)

Arixtra, Fon daparinux, Lovenox and Fragmn: paient has a documented
intoleranceto generic enoxaparin AND if the request is for brand Arixtra
paient must also have documented intolerance to generiattaparinux.

Criteria fo r approval of ALL non -preferred drugs: patient haveen sirted and
stabilizedontherequested medication (Netsampes are noconsidered
adequate justificatn for stabilizatio.) OR patient meets addial criteria
outlined below.

Aptiom: the diagnais is adjunctive therapy of partiahset seizureand tre
patient has had a domened sde effect, allergy,reatmenfailurefinadequate
response or a contraiitation to at leasTWO preferred anticonvsarts, one
of which is oxcarbazepin

Banzel: diagnosis or indication is treatmentla&gnnoxGastat Syndome. AND
patienthas hal adocumented side effedllery, treatment failure/inadequatt
response 1oacontraindicatio to at least TWO prefemeanticonwlsants used
for the treément of Lenna-Gastaut syndrome (topiramate, langihe,
valprdc acid AND for approval othe oml suspension, pati¢ mug be
unable to use Bazel tabs (i.e. swallowing stbrcer).

Briviact: the diagnosis is adjuncévherapyof partiatonset seizureand the
patient has had a documented side effect, allergy,mesttfailure/inadequate
respmse, or acontraindication to deastTWO preferred anticonvulsants, on
of whichis levetiracetam.

Carbatrol, Depakote, Depalote ER, Depakote Sprinkles,Dilantin, Keppra
tablets or oral solution, Klonopin, Klonopin Wafers, Lamictal tablets or
chew taHets, Lyr ica, Mysoline, Neurontin capaules, tablets, soltion,

Onfi, Phenytek, Tegretol tablets, Tegretd XR (200mg & 400 mg),
Topamax tabs Topamax sprinkles, Trileptal tablets, Trileptal oral
suspensionVimpat, Zarontin: patient has &d adocumented intolerance t
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GABAPENTIN 100 mg, 300 mg,@D mg capules,
600 mg, 80Gng tablets, 250 mg/5 ml oral solution

(compare to Neuront@)

GABITRIL® (tiagabine)
LACOSAMIDE (compare to Vimpat®) tabs

solution

LAMOTRIGINE chew tabs (compare to Larta®
chew tabs)

LAMOTRIGINE tabs (conpare to Lamictd tabs)

LEVETIRACETAM tabs (compare to Ke tabs)
LEVETIRACETAM oral soltion (compare to

Keppra@ oral olution)
LEVETIRACETAM ER (compare to KepprdR®)
OXCARBAZEPINE tablets (compare to Trilep@ﬂ
OXCARBAZEPINE oral suspensidconpare to
Trileptd®)
PHENYTOIN (compare to Dilantif?)

PHENYTOIN EXcap(compare to Phenyt&)
PREGABALIN capsulegcompare to Lyica)
QTYLIMIT: 3 capsuls/day

PRIMIDONE (compare to Mysoliri@)
TEGRETOL® (carbamazepine) susmsion
TEGRETOL XF® (carbamazepie) 100mg ONLY
TOPIRAMATE tabs (compare to Topan@otabs)

TOPIRAMATE sprinkle cas (conpare to Topam&
Sprinkles)

VAL PROIC ACID

ZONISAMIDE

Eprontia™ (topiramate) oral solution

Felbamatdcompare to Fblato@)
Fintepla® (fenfluamine)oral solution
Felbatof (felbamate)

chompgD (perampael) tdlets
QTYLIMIT: 1 tablet/day

Keppra® g (levetiracetam) tabig, oral solution
Keppra XF® (leveiracetam extended release)

KIonopin® (clonazepam)
QTY LIMIT: 4 tablets/day

Lamictaf® tabs (lanotrigine tabs)

Lamicial® chew tabs (lamotrigie chewtabs)

Lamictal DT® (lamotrigineorally disintegating tablets)
Lamictal XR® tablets (lamotrigie extededrelease)

Lamotrigine ERcompared Lamictal XF@)
Lamotrigine ODT (compare to Lami¢tODT®)
Lyrica® (pregabah) capsuts

QTY LIMIT:3 capsules/day
Lyri ca® (pregabalii oral solution
Mysoline® (primidone)
Neurontit® (gabapentin) capsules, taisl@ndsolution

onfi® (clobazam) Oral Spension 5 mg/m
QTY LIMIT:16 ml/day

onfi® (clobazam) Tablets
QTYLIMIT: 10 mg= 3tabs/day20 mg= 2 tabs/day

oxtella® XR (oxcarbazapineER) tablet
Pregabaliroral lution (compare to Lyrica®)

Qude><§ED XR (topiramate) capsules

Sabrif® (vigabatrin

Spritan® (levetiracetam) tablets foral suspension
Sympazan® (clbazam)ilms

TegetofFD (carbamazaine)tablets

Tegretol XR® (cabamaepine) (200 and 400 mg
strergths)

Tiagabing(compare to Gabit@)
Topama>5FD (topiramate) tablets
Topama@ (topiramate) Spnkle Capsules

thegeneric equivalent of thequestd medication.

Clorazepate, FycompaTranxene-T: diagnosis isdjunctive therap of partid-
onsetseizures OR diawsis is adjunctive #rapy for pimary generalized
tonic-clonic seizuregFyconpa only) AND the patiet hashad a documented
side efect, alergy, treatment féure, inadequate respse, or a
contraindcation to at leastWO prefered aniconvulsantsAND for approval
of TranxeneT the mtient must have documentedntolerane to tte generic
equivalent.

Diacomit: Diagnosis or indicatiois treatment of Dravet Syndrome AND neutropt
and platelet countsave been obtaiderior to startirg therapy and ammonitored
periodicaly thereafter AND Patient is unable to tolerateas hadhn inadequate
reponseto vdproate and clobazam ANDedlication will used concurrently with
clobazamNote: There are no tlical data to syport the ug of Diacomit as
monotheapy.

Eprontia: The patient has a medical necessity for a specialty ddsag.

Epidiolex:

Diagnosisor indication is treatment ofdnnoxGastautSyndrone: Serum
transanmasegAST and ALT) and total bilirulm levds have been obtained prio
to startingtherapy and are monited periodically thexafter AND patient has had
a documented side effeclieagy, treatment failure/inadequatesponse or a
contrandication to atdastTWO preferred anticonvulsantsed forthetreatment
of LennoxGastaut syndromAND either rufinamider clobazam

Diagnasis or ndication is treatment of Dravet Syndronseum transaminases
(AST and ALT) and ttal bilirubin levelshave been obtaideprior to starting
therapy and are omitored peiodically thereafter AND patientds fad a
documented sileffect, allergy, atmenfailurelinadequate response or a
contraindicabn toat least one preferred anticatsant and dbazam

Diagnosis or indicatinis Tuberous Sclerosis Compieerumtransaminases (AST
and ALT) and totabilirubin levels haveden obtained prior to starting therapy
and are monitred periodically thereafté&tND patient has had a documeh&de
effect, allergy, treatmerfailure/inadequate response or a contraindicatto at
least TWO preferred anticonvalstsor vigabatrin.

Felbamate, Felbdol: patient information/consent de#hing aplastic anemia
and liver injury has been completed ANdiagnosis is adjunctive ¢hapy of
partid-onsé seizures or Lenneastaut seizresand the patient has had a
documengd sde effect, allergy, treatmentdilure/inadequate response or a
contraindication to at least THREEgferred anticonvulsants. Adidinally, if
brand is requesd, thepatiert hasa documented intolerance to thengic
product.

Fintepla: Diagnoss or indicaion istreatment é Dravet Syndrom@ND patient
has had a dumented side effect, allergyeatment failuréhadequate
response or contraindication to atdeawopreferred anticomulsants and
Epidiolex AND prescriber, pharmacy and patient gegisteredwith the
REMS program#\ND for reapproval, the patient mulsave a documented
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NASAL

NAYZILAM® ( midazoh m)
years)
QTY LIMIT:10 units/30 days
VALTOCO® (diazepam) nasal sprést g e
6 years)
QTY LIMIT: 20 units/30 days

Topiramate ER sprinkle capsulEg®mpare to Qudexy®
XR)

TranxeneT® (clorazepae) tablets
Trilepta@ tablés (oxcartazepine)
Trilepta@ oral suspesion (oxcarbazepine

Trokendi XF® (topiramae SR 24h) capsules
QTY LIMIT200mg = 2 caps/dy,all other strengths
=1 cap/day

Vigabatrin (canpare ¢ Sabril®)

Vimpat® (lacasamile)tablets, oral solution

Xcopli® (cenobanate) tablets

QTY LIMIT200mg = 2 tabs/day, &l
other strengths % tab/day

zarontir® (ethosuximide

decrase fran baseline in seizure frequenogr 28 days.

Elepsia XR,Keppra XR, Lamictal XR, Lamotrigine ER, Oxtellar XR,
Qudexy XR, Topiramate ER, Trokendi XR: patient has been unabie be
compliant wth or toleratetwice daily dosing of the immediate release
produd. Additionally, if brandElepsia XR Keppra XR or Lamital XR is
requested, the patient hasl@cunented intoleanceto the generiproduct.If
topiramate ERsprinklecaps are@equested, the patient must have a
documented intolerance to @exy XR.

Lamictal ODT, Lamotrigine ODT: medicé necessity fora spei@lty dosage
form has been provided AND lamotrigine chewable tabsot be used. For
approval of band Lamical ODT, thepatient must have a docunted
intoleranced the gneric equivant.

Lyrica oral solution, Pregabalin oral soltion: the patiat isunable touse
pregabalincapsules (i.e. swallowing disordeForapproval of brand Lyica
oral soldion, the patient mudtave a documented intole@ntothe generic
equivdent.

Spritam : medical necesdy for a specialty dsage form has been provitl&ND
patient must have a documented intolerancevetiigcetam orasolution.

Sympazan: diagnoss or indication s aljunctive treatment of refractory epilepsy
(may include diffeent types of epepsy) AND patient has had a documente
side dfect, allergy, treatment failureinadequate response or a
contrandication to ateastTWO prefered anticonulsantsAND presciber
must provide a clinically compelling reasehy the patienis undle to ug
Clobazam talets AND Clobazam suspension

Tiagabine generic patient has had a documented intafee to the brahname
product.

Sabril, Vigabatrin: prescrber andpatient are egisteredvith the REMS
program AND diagnosiis infantile spams ORpatientis > 16 yearsold and
the indication is adjunctive therapyrefractory complex partial seizures ani
failure of THREE other prefeed anticovulsants.

Xcopri: thediagnosis is adjunctive therapy of parigisetseizures AND the
patientisO 18 year s patienthagtead sAdNcDmentbdesidect,
allergy, treatment failure/inadequate response or a contrainditatbieast
TWO preferred anticonvudgits AND for reapproval, the patient must have a
docunented decrease from baselineeizure frequency per 28 days.

PA Requests to Excee®TY LIMIT for clonazepam/clonazepam ODT or
Klonopin: all requests will be refezd to the DVHA Medical Director for
reviewunless the patient has been started and tatibn the requested
quanti for treatment of a seizure disorder.
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RECTAL
DIAZEPAM (compare to Diastat®) rectal gel

MAO INHIBITORS

PHENELZINE SULFATE (compare to Nar((ﬁb
FDA maximum recommended dose = 90 mg/day
TRANYLCYPROMINE
FDA maximum recommended dose = 60 mg/day

MISCELLANEOUS

BUPROPIONSR (compare to Wellbutrin SR)
FDA maximum recommeredi dose= 400mg/day

BUPROPION XL(compare to Wellbutrin X@)

150mg, 300mg

FDA maximum recommended dose = 450 mg/da
BUPROPION

FDA maximum recommended dose = 450 mg/da
MAPROTILINE

FDA maximum reommendd dose = 225 mg/day

MIRTAZAPINE (compare to Remerd)
FDA maximum recommended dose = 45 mg/day
MIRTAZAPINE RDT (compare to Remeron Sol

Tab®)

FDA maximum recommended dose = 45 mg/day

TRAZODONE HCL (formerly DesyréP)
FDA maximum recommereti dose= 600 mg/day

Diastat® (diazepam) rectal gel

Diastat: patient has had documented intolerance to the generic equivalent

ANTIDEPRESSANTS

Emsan@ (selegline)
QTY LIMIT: 1 patch/day

Marplar@ (isocarboxazid)

Nardil® (phenylzine)
FDA maximum recommended dose = 90 mg/day

Aplenzin® (bupropion hydrobromide) ER tablets
QTY LIMIT:1 tablet/day

Bupropion XL 450mg (compare to Forfivo XL®)
QTY LIMIT: 1 tablet/day
FDA maximum recommended dose = 450 mg/da

Forfivo XL® (bupropionSR 24hr) 450 mg tablet

QTY LIMT:1 tablet/day

FDA maximum recommended dose = 450 mg/day
Nefazodone

FDA maximum recommended dose = 600 mg/day

Remerof? (mirtazapine)
FDA maximum recommended dose = 45 mg/day

Remeron Sol TdB (mirtazapine RDT)

FDA maximum recommended dosel5 ng/day
Spravato® (esketamine) nasal spray

QTY LIMIT:not to exceed FDA recommended dose

and frequency for corresponding timeframe
Trintellix® (vortioxetine) Tablet

QTY LIMIT:1 tablet/day

Viibryd® (vilazodone) Tablet
QTY LIMIT:1 tablet/day

Wellbutrin SR® (bupropion SR)

Marplan: patient has been started astdbilized on the requested medication
(Note: samples are not considered adequate jutdit for stabilization). OR
patient has had a documented side effect, allergy, or treatment failure to
phenelzine and tranylcypromine.

Nardil: patient has had a domented intolerance to generic equivalent produ

Emsam: patient has had a documentedeseffest, allergy, or treatment failure
with at least 3 antidepressants from 2 of the major antidepressant classe
(Miscellaneous, SNRIs, SSRIs, and Tricyclic Aspdessants). OR patient is
unable to tolerate oral medication.

Criteria for approval for ALL non -preferred drugs: The patiat hasbeen
started and stabilizechahe requested medication. (Note: samples are not
considered adequate justification for stabilization.) OR The patient meets
additional criteria as outlined below.

Aplenzin: The patient has had a documented side efédletgy, or iradequate
responsed at least 3 different antidepressants from the SSRI, SNRI and/
Miscellaneous Antidepressant categories (may be preferred or non
preferred), one of which must be bupropion XL.

Bupropion XL 450mg, Forfivo XL : The mtientis unable to take the equleat
dose as generic bupropion X150mg & 300mg) AND for approval of brand,
the patient must have a documented intolerance to the generic equivalent.

Nefazodone:The patient has had a documented side effect, allergyadequate
response to at least #fdrent antidepressants from the SSRI, SNRI and/or
Miscellaneous Antidepressant categories (may be preferred grafared)

Remeron, Remeron SolTab, Wellbutrin SR, and Wellbutrin XL: The patient
has had a documentettélerance to the generic formulati of the requested
medication.

Spravata:

Diagnosis igreatment resistant depressidghep at i ent is O 18

medication is being used as adjunct treatment with an oral antidepressant ANLC

patient has documeted tratment failure (defined by at least 8 weeks of therapy
with at least 2 different antidepressants from the SSIRRI, and/or Miscellaneous

Antidepressant categories (may be preferred or nonpreferred) AND the healthc

siteandpatient are mrolledin the Spravato® REMS program. Initial approval wil
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SNRI

DULOXETINE (compare to Cymba@) capsule
QTY LIMIT:2 capsules/day
FDA maximum recommended dose = I2@/day
(MDD and GAD),60 mg/day all others
VENLAFAXINE ER capsule (cmpare to Effexor

xR®)
QTY LIMIT:37.5 mg and 75 mg = 1 capsule/day
FDA maximum recommended dose = 225 mg/de

VENLAFAXINE IR tablet
FDA maximum recommended dose = 225 mg/c

FDA maimum recommended dose = 40@/day
Wellbutrin XL® (bupropion XL)

FDA maximum recommended dose = 450 mg/day
ZulressoE (brexanolone)

Cymbalta@ (duloxetine)capsule

QTY LIMIT:2 capsules/day

FDA maximum recommeted dose = 120 mg/day

(MDD and GAD),60 mg/day all others
Desvenlafaxine base SR

QTY LIMIT:50 mg tablet only = 1 tablet/day

FDA maximum ecommended dose = 400 mg/day
Desrenlafaxine succinate ER (compare to Pristig®)

QTY LIMIT:50 mg tablet only = lablet/day

FDA maximum recommended dose = 400 mg/day
Drizalma® (duloxetine) sprinkle capsule

QTY LIMIT: 2 capsules/day

FDA maximum recommeted dose = 120 mg/day

(MDD and GAD), 60 mg/day all others

Effexor XR® (venlafaxine XR) capsule
QTY LIMIT:37.5 mgand 75 mg < capsule/day

be granted for 3 months. Forapproval after 3 months, the att must have

documented improvement in symptoms.

Diagnosis is Major DepressiDisorder(MDD) with Acute Suicidal Ideation or

Behaviot the patienti® 18 vy e ar shemedicatiog ie bing 0é&hs

adjurct treatment with an oral antidepressant AB healthcare site and patient ¢

enrolled in the Spravato® REMS prografpproval will be granted fof weeks.

Trintellix, V iibryd: The diagnosis or indication is MDD AND The patient has
hada documented side effect, allergy, or inadequate response (defined t
least8 weeks of therapy) to at leaatlifferent antidepressants from the SSF
SNRI, and/or Miscellaneous Antidegasantategories (may be preferred or
non-preferred.

Zulresso:Pat i ent is O 18 years of age at
diagnosis of postpartum depression (PP documented onset of symptoms
occurring in the third trimester or within 4 weeks of delivery AP patient has
a documented treatmentlteie (defined by at least 8 weeks of therapy) with tv
different oral antidepressants unless contraindicatedoonaentation shows tha
the severity of depression would place the health of the mother or infant at
significant risk AND the pharmacy, patteand healthcare facility are enrolled
the REMS programNot e: Zul ressoE will be ¢
ONLY and will NOT be approved if billed through pharmacy point of sale.

Note: After a 4month lapse in use of a ngmeferred agent for a mih health
indication, or if there is a change in therapy, a lookback through claims
information will identify theneed to renitiate therapy following the PDL ant
clinical criteria.

Criteria for approval of ALL non -preferred drugs: The patient has been
started and stabilized on thejuested medication. (Note: samples are not
considered adequate justification for stabilization.) OR The patient meets
additional criteria as outlined below.

Venlafaxine ER tablet (generic), Effexor XR Capsule (brand)
Desvenlafaxine ER succinate, PristigThe patient has had a documented
intolerance to generic venlafaxine ER c&D if the request is for Pristiq,
the patent has a documented intolerance to the generic.

DesvenlafaxineSR (base), FetzimaThe patient has had a documented side
effed, allergy, @ inadequate response to at least 2 different antidepressai
AND The patient has had a documented intolerancegeitieric
desvenlafaxine succinate ER

Cymbalta, Drizalma: There must be a clinically compelling reason why the
dosing needs canhbe accomjighed with generic duloxetine.

Note: After a 4month lapse in use of a ngmeferred agent for a mental heal
indication, or if there is a change in therapy, a lookback through cl
information will identify the need to fmitiate therapyfollowing thePDL and
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SSRIs

CITALOPRAM (compare to Cele@) tablets,
solution
FDA maximum recommendedse = 40 mg/day

ESCITALOPRAM (compare td_exaprd®) tablets

FDA maximum recommended dose = 20mg/day
FLUOXETINE (compare to Prozg?) capsulestablets

solution

FDA maximum recommended dose = 80 mg/day
FLUVOXAMINE

FDA maximum reommended dose = 300 rdgy
PAROXETINE hydrochloride tablet (compare to
Paxif®)

FDA maximum recommended dose = 60 mg/day
SERTRALINE (compare to Zolo@) tablet,solution

FDA maximum recommended dos@60 mg/day,

FDA maximum recommended dose = 225 mg/day clinical criteria.

Fetzim&® (levomilnacipran ER) capsule
QTY LIMIT:1 capsule/day
FDA maxmum recommended dose = 120 mg/day

Fetzim&® (levomilnacipran ER) capsule titration pack
QTY LIMIT: 1 pack per liétime
FDA maximum recommended dose = 120 mg/day

Pristiq® (desvenlafaxine succinate SR)
QTY LIMIT:50 mg tablet only = 1 tablet/day
FDA maximum recommended dose = 400 mg/day

Venlafaxine Ef® tablet
QTY LIMIT:37.5 mg and 75 mg = 1 tablet/day
FDA maximum recommended dose = 225 mg/day

Celexa,Fluvoxamine CR, Lexapro, Paxil tablet, Pexva, Paroxetine CR, Paxil
CR, Prozac, Zoloft: Thepatient had a documented side effect, allergy, or
treatment failure with preferred SSRIs. One trial must be gemeric
formulation or IR formulation if CR formulation requested.

Brisdelle, Paroxetinemesylate The indication for use is moderateseere
vasomotor symptoms (VMS) associated with menopause. AND The patie
has tried and failed gerie paroxetinehydrochloride

Paxil suspensionEscitalopram solution: The patient has a requirement for ar
oral liquid dosage form. AND The patiegimad a docmented side effect,
allergy, or treatment failure with 2 preferriguid SSRIformulations

Fluoxetine 90mg: The patient has been started and stabilized on the request
medication. (Note: samples are not considered adequate jusiifidati

Brisdelle® (paroxetinemesylaté
QTY LIMIT:1 cgsule/dy

Celex® (citalopram)

FDA maximum recommended dose = 40 mg/day
Escitalopransolution

FDA maximum recommended dose = 20 mg/day
Fluoxeine 90 mg

FDA maximum recommended dose = 90 mg/week
Fluvoxamine CR

QTY LIMIT:2 capsulesiy

FDA maximum recomnended dose = 300 mg/day

Lexaprc@ (escitalopram) stabilizaton.) OR The patient failed andsinot a candidate for
QTY LIMIT5 mg and 10 mg tablets = 1.5 tabs/day daily fluoxetine. AND The prescriber provides clinigattompelling rationale
FDA maximum recommended dose = 20mg/day for onceweekly dosing.

Paoxetine mesylate (compare to Brisdelle®) Sertraline capsules:Prescriber must provide a clinically competdjireason why
QTY LIMIT: 1 capsule/day the pati@t is unalte to use tablets.

Note: After a 4month lapse in use of a ngmeferred agent for a mentatalth
indicaion, or if thee is a change in thapy, a lookback through claims
information will identify the need to fimitiate therapy following the BL and

Paxif® (paroxetine) clinical criteria.

FDA maximum recommended dose G-rig/day

Paxil® suspension (paroxetine)

FDA maximum recommended dose = 60 mg/day

Paxil CF® (paroxetine CR)
FDA maximum recommended dos&'5 mg/day

Pexev® (paroxetine)
FDA maximum recommended dose = 60 mg/day

Paroxetine CRcornpare to Paxil C@)
FDA maximum recommended dose = 75 mg/day
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TRICYCLICS

AMITRIPTYLINE

FDA maximum recommended dose = 30¢/day
AMOXAPINE
DOXEPIN
IMIPRAMINE

FDA maximum recommended dose = 30§/day
NORTRIPTYLINE (compare td®>amelor®)
NORTRIPTYLINE OralSolution

ALPHA -GLU COSIDASE INHIBITORS

ACARBOSE(compare to Preco@e)
MIGLITOL
BIGUANIDES & COMBINATIONS

SINGLE AGENT
METFORMIN (compare to Glucopha@e
METFORMIN XR (compae to Glucophage )@)

Proza® (fluoxetine)
FDA maximum recommended dose = 80 mg/day
Sertraline capsule 150gn200 mg

QTY LIMIT: 1 capsule/day
Zoloft® (sertraling

QTY LIMIT:25 mg and 6 mg tablets = 1.5 tabs/day
FDA maximum recommendedbse = 200 mg/day

Anafranil® (clomipramine) Criteria for approval of ALL non -preferred drugs: patient has been stad
Clomipramine (compare to Anafranil®) and stabilized on the requested medication. (Note: sanmglemaconsidered
Imipramine Pamoateapsules adequatgustification for stabilizatio.) OR the patient grets additional
Desipramingcompare tNorpramin®) criteria as outlined below.

Imipramine Pamoate: The patient has had a documented sftiet, allegy, or

Norpramif® (desipramine) treatment failure to 3 preferred TCAs, one of which nixgsimipramine

Pamelof (nortriptyline) tablets.
Protriptyline Dedpramine: The patient has haaldocumented sidefett, allergy, or treatmen
Trimipramine (ompare to Surmonfi) failure to nortriptyline.

Clomipramine: The patient has had a documented side effdletgy, or
treatment failure to 2 or more preferred TCAs fdtent has a diagnosis of
obsessivecompulsive disorder ANDas had a documentside effect,
allergy, or treatment failure to 2 SSRIs.

All oth er non-preferred agents: The patient has had a desanted side effect,
allergy, or treatment failure to 2 or moreeferred TCAs. One trial nsti be
the AB rated generic farulation if availabé

Limitation: Chlordiazepoxide/amitriptyline and amitriptylinefjpphenazine
combinations are not covered. Genagents may be prescribed separatel

ANTI-DIABETICS

Precos® (acarbose) Precose:patient must have a documented intolerancestegc acarbose

Fortame® (metformin ER Osmotic) Fortamet, Glumetza, Metformin E R mod reIeaseMetformi n ER osmotic:

® . » patient has had a documented intabesb generic metformin XR (if produc
Glumetza™ (metforminER modified release has an AB rated generitthiere must have been aafrof the generic)
Metformin ER modifiel releas (compée to Glumeta)  \jetformin oral solution, Riomet: prescriber provides documentation of
Metformin oral solution (compare to Ri@t®) medical necessity fohespecialty dosage form (i.e. inability to swallow

Metformin ER Osmoti¢compare to Fortame) tablets, dysphagja
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COMBINATION
GLIPIZIDE/METFORMIN
GLYBURIDE/METFORMIN

DIPEPTIDYL PEPTIDASE (DPP-4) INHIBITORS
Preferred After Clinical Giteria Are Met
SINGLE AGENT

JANUVIA® (sitagliptin)
QTY LIMIT. 1 tab/day

TRADJENTA® (linagliptin)
QTY LIMIT:1 teb/day

COMBINATION

JANUMET® (sitagliptin/metformin)
QTY LIMT: 2 tabs/day

JANUMET XR® (sitagliptin/metformin ER)
QTY LIMIT:50/500 and 100/1000 mg = 1 tab/da
50/1000 mg = 2 tabs/day

JENTADUETC® (linagliptin/metformin)
QTY LIMIT: 2 tabs/ds.

HYPOGLYCEMIA TREATMEN TS

GLUCAGEN® HYPOKIT® (glucagon for injetion)
img

GLUCAGON EMERGENCYKIT (glucagon for
injection) 1mg(Lilly labeler code 00002 is the gnl
preferred fom)

INSULINS

RAPID-ACTING INJECTABLE

HUMALOG® (insulin lispro)
INSULIN ASPART (compare to Novol@®

NOVOLOG® (insulin aspart)

Riomef (metformin oral soltion)

Non-PreferredAfter Clinical Criteria Are Met
Alogliptan (compare to Nesina®)
QTY LIMIT: 1 tab/day
Nesin& (alogiptin)
QTY LIMIT:1 tab/aay
Onglyz&® (saxagliptin)
QTY LIMIT: 1 tab/day

Jentadueto XR (linagliptan/metformin ER)
QTY LIMIT:1 tab/dg

Kazan(g@ (alogliptin/metformin)
QTY LIMIT:1 tab/da

Kombiglyze xF® (saxagliptinmetformin ER)
QTY LIMIT:1 tab/dry

osenf (alogliptin/piogitazone)
QTY LIMIT:1 tab/day

Baqgsimi® (glucagon naspbwder) 3mg

Glucagon emergency Kill other labelers)

GvokdM (glucagn SC injection) prefilledyringe, aute
injector 0.5mg, 1mg

Zegalgue® (dasiglucagon SC injection) 0.6 mg

Admelod® (insulin lispro)
Afrezza ® Inhaledinsulin human)

Apidra® (insulin glulisine)
Fias@® (insulin aspart)
Insulin Aspart (compare to Novolog®)

Januvia, Tradjenta: patient has had a documented side effect, allergy,
contrairdication OR treatment failure with metformin

Alogliptan, Nesina,Onglyza: patient las had a documented side effetiergy,
contraindication ORreatment failure with metfamin AND patient has had a
documented side effect, allergy OR treatment failuith at least one
preferred DIP-4 agent.

Janumet, Janume XR: patient has had an inagleate response with Januvia C
Metformin/Metformin XR monotheapy OR patient has been starand
stabilized on Januvia and Metfornfitetformin XR combination therapy.

Kazano, Kombiglyze XR: patient has had a documented siffeat, allergy OR
treatment fdure with at least one preferr&@PP-4 combination agent.

Jentadueto XR: patient is unabléo take Tradjenta in combination with
Metformin XR as the individual separate ate

Jentadueto: patient has had an inadequate responith Tradjenta OR
Metformin monotherapy OR patient has begarted and stabilized on
Tradjenta and Metformin combinah therapy

Oseni: patient is unable to take Nesina and Actos (pioglitazondjeasdividual
separate agents (after meeting cliharéteria for each individuaagent)

Bagsimi, Gvoke Zegalogue The paients ages FDA appoved for the given
medication ANDPatient has recurrent episodes of symrtic or severe
hypoglycemia (<55 mg/dL) requiring the assistance of another individual AN
caregiver(s) is unable toaenstitute ad adminiser IM glucagon (g. difficulty
with manual dexterity). Convenience is not adequate justification for inability
use Glucagon IM.

Glucagon Emergency Kit (nonpreferred manufacturers): Labeler 00002 must
be on backorder dunavaibble from the manufactuer.

Admelog, Fiasp Insulin Lispro, Lyumjev: Both Humalog and Novolog must
be on a longerm backordeand una&ailable from the manufacturer
Apidra, Humulin R (U-100) Novolin R: patient has been started and stabilized

therequested mediation. (Note: samples are not considered adequate
justification for stabilization.) ORaient has had documentedide effect,
allergy OR treatment faifre to Novdog or Hunmalog
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SHORT-ACTING INJECTABLE
HUMULIN R® U-500

INTERMEDIATE -ACTING INJ ECTABLE

All products require PA

LONG-ACTING ANALOGS INJECTABLE

LA NTUS® (insulin glargine)

LEVEMIR® (insulin detemir)
TOUJEO® (insulin glargine)
TRESIBA® (insulin deglalec)

MIXED INSULINS INJECTABLE
NOVOLOG Mix 70/3¢® (Protamine/Apart)
HUMALOG MiX 50/50% (Protamire/Lispro)
HUMALOG MIX 75/25% (ProtaminéLispro)

MEGLITINIDES

SINGLE AGENT

NATEGLINIDE
REPAGLINIDE

Insulin Lispro (compre to Humalog®)
Lyumjev® (insulinlispro-aabc)

Humulin R® (Reglar) U-100
Novolin R® (Regular)u-100
Humulin N® (NPH)
Novolin N® (NPH)

Basaglar® (insulin lgrgine)
Semglee® (insulin glgine)
Toujeo® Max (insulin glargine)

Insulin Aspart Protamine/gpart 70/3qcompare to
Novolog Mix 70/30®)

Humulin 70/30® (NPH/Regular)

Novolin 70/30® (NPH/Regular)

PEPTIDE HORMONES: GLP-1 RECEPTOR AGONISTS

SINGLE A GENTS
TRULICITY® (dulaglutide)
QTY LIMIT: 12 pens/84iays

viIcTozA® (iraglutide)
QTY LIMIT: 9 pens/9@iays

Adlyxin® (lixisenatide)
Bydureon® BC$ e E natela extendedelease)
QTY LIMIT: 12 pens/84 days
Byetta® (exenatie)
QTY LIMIT: 3 pers/90 days
Ozempic® (emaglutic)
QTY LIMIT: 9ml84 days
Rybelsus® (semaglutidédblets
QTY LIMIT: 1 tablet/day

Humulin N, Novolin N: patient has beestartedand stabilized othe requsted
mediation. (Note: samples are not consider@elquatgustification for
stabilizatin.) ORpatienthas a documéed treatment failure to at least one
preferredong-acting agent (Lantus or Levemir).

Humulin 70/30, Insulin Aspart Protamine/Aspart 70/30, Novolin 70/30:patient

has been started and stabilized orréoiested medication. (o samples aneot

considered ademte justification for stabitation.) ORpatient has had a document

side effect, allergy or treatment failure to NaxgMix or Humalog Mix.

Toujeo Max: The patient is currently using insulin glargine 300 units/mL AND tt
dose excegs 160 urts.

Basaglar, Senglee Diagnosis of diabetes igus AND Lantus must be on a
long-term backorder and unavailable from the manufact

AFREZZA INHALED INSULIN:

1
1
1

= —a

Baseline PFT with FEV1l O 70 %
Patient does not have underlyinomg disase (Asthma, COPD)
Patientis a norsmoker or has stoppethoking moe than six months
prior to starting Afrezza

Patient is currently usinglang-acting insulin

Patient has failed to achieve
acting insulin n combiration with a longacting insulin

Initial approval is for3 months ad improved glycemic control must b
documented for further approvals

Adlyxin/ Byetta/Bydureon BCise patienthas a dcumentedide effect, allergy,
contraindication, or treatment failure with leasonepreferredGLP-1
Receptor Ajonist

Ozempic: patient has a documied side effect, altgy, contraindication, or
treatment failure with Trulicity.

Rybelsus:patient has diagnoss of type 2 diabetes AND patient islaast 18 years
of age AND patient has had a doerted side eféct, allergycontraindicabn or
treatment failure with mégrmin AND patient has a documented side effect,
allergy, contraindication, orgatment fdure with one preferred SGLT2 irithitor
AND patient has a documented side effedtragf, contraindcation, or treatrant
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COMBINATION AGENTS
All produds require PA

Soliqué (insulin glargine/lixiseatide)
QTY LIMIT:3 pens/25 days
Xultophy® (insulin deglude/liraglutide)

AMYLINOMIMETICS
All products require PA

Symlin® (pramintide)

SODIUM-GLUCOSE CO-TRANSPORTER 2 (SGLT2) INHIBITOR SAND COMBINATIONS

SINGLE AGENTS

FARXIGA® (dapaglifiozin)
QTY LIMIT: 1 tab/day

INVOKANA ® (canagliflozin)

QTY LIMIT: 1 tab/day
JARDIANCE (empagliflozin)
QTY LIMIT:1 tabtlay

Steghtro® (ertugliflozin)
QTY LIMIT: 1 tab/day

COMBINATIONS AGENTS

INVOKAMET® (canagliflozin/metformin)
QTY LIMIT: 1 tab/ay

SYNJARDY® (empagliflozin/metformin)
QTYLIMIT: 2 tabs/day

XIGDUO XR® (dapagliflozin & metformin

Glyxambi® (empagliflozin/ lingliptin)

QTY LIMIT:1 tab/day
Invokame® XR (canagliflozin/metformin ER)
Qtern® (dapagliflozin/saxagliptin)
Segluromet® (ertugliflozin/mégrmin)

ER) QTY LIMIT:2 tabs/day
QTY LIMIT: 5/1000 mg = 2/day, all othstrengths Steglujan® (ertugliflozin/sitaliptin)
= 1/day QTY LIMIT:1 tab/day

Synjardy? XR (empagfflozin/metforminER)
QTY LIMIT:1 tab/day

Trijardy® XR (empagliflozin/linagliptin/metformin ER)

SULFONYLUREAS 2NP GENERATION

Amaryl® (glimepiride)
Glucotol® (glipizide)

Glucotrol XL® (glipizide ER)
Glynase® (glyburide micronized)

®
GLIMEPIRIDE (compare to Amaryl)

GLIPIZIDE (compare to Glucotr@)
GLIPIZIDE ER (compare to Glucotrol XL®)
GLYBURIDE

GLYBURIDE MICRONIZED

THIAZOLIDINEDIONES & COMBINATIONS

failure with at least one preferred Bil Receptor Agonist or has a clinically
valid reason for being unable to administerinjecton (e.g. visual impairment,
impaired dexterity).

Soliqua/Xultophy: patient has a diawsis of type 2iabetes AND patiet is at
least 18 years of age AND patidrats had a documented side effect, allerg)
contraindication or treatment failure Wwitmetformn AND patient cannot
achieveglycmi ¢ control (defined aprdehesn
GLP-1 receptor agonistsed in ombination withLantusor Levemir.

Symlin: patient has a diagnosis of diabetes mellitus. AND patient is at least
years of age.AND patient is on insulin.

Steglatro: Patient has a documentddeseffect, allergy, or contraifzhtion to
two preferred SGLTnhibitors.

Invokamet XR/Segluromet/ Synjardy XRadditional criteria: The patient has
documetration of a failure of therapy with a preferred SGLT2 inhibitor use
in combination with metformimietformin XR.

Glyxambi/Qtern/Stedujan additional criteria: Thepatient has documentatior
of a failure of therapyvith the combination o& preferred SGIL2 inhibitor
plus a preferred DRR inhibitor

Trijardy XR: patient has documentation of a failure ddrdipy with a preferred
SGLT2 inhbitor, a preferred DD inhibitor and metformin/metformin XR
used in combinatian

Criteria for Approval: Patient must have a documented side effect, allergy
treatment failure to two pferred sulfoglureas. If a pragct has an AB rated
generic, oe trial must be the generic.
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Preferred After Clinical Giteria Are Met
PIOGLITAZONE (compare to Actd®)

COMBINATION
All products require PA

Actos® (pioglitazone)

Actoplus MeP (pioglitazone/metformin)

Duetac® (pioglitazone/glinepiride)
QTY LIMIT:1 tablet/day

Pioglitazone/Glimefride (compare to Duetact®)
QTY LIMIT:1 tablet/day

Pioglitazone/Metformin (Compare to Actoplus Met)

ANTI-EMETICS

Actos, Hoglitazone: Patient has been stad and stabilized on the reepted
medication OR pathnthas had a documentsidle effect, allagy,
contraindication OR treatment failure with metformin AND for approval of
Actos, the patient has a documented intolerémtige generic equivalent.

Actoplus Met, Duetact, PioglitazonéMetformin, Pioglitazone/Glimepiride:
patient is uable to take as the individual separate agents AND if the request
for Actoplus Met or Duetact, the patient has had a documented int@érahe
generic equivalent.

5HT3 ANTAGONISTS: Length of Authorization: 6 months for chemotherapy or radiotherapy; 3 months for hyperemesis gravadarum, 1 time for prevention of
post-op nausea/vomiting: see clinical criteria. Monthly quantity limits apply, PA required to exceed.

ONDANSETRONIinjecion (vial and premix)

ONDANSETRONTtablet
QTY LIMIT: 3 tabs/day, maximum of 30 days per
fill

ONDANSETRONODT
QTY LIMIT: 3 tabs/day, maximum of 30 days per
fill

ONDANSETRON oral solution@g/5mL

Akynzed (nutupitantpalonosetron)
Granisetrorl mg

QTY LIMIT: 6 tabs/28 days
Granisetrorinjectable

sancus® 31 mg/24 hrtransdermapatch (graisetron)
QTY LIMIT: 4 patched28 days

SustoP (granisetron) injection 16g/0.4ml
QTY LIMIT: 4 injectioné28 days

zofrar® (ondansetrongral tablets
QTYLIMIT: 4 mg= 12 tdbs28 days

Zuplengb (ondansetmo) oral solublefilm
QTY LIMIT: 4 mg =12 films/28 days8 mg =6
films/28 days

Akynzeo: Has a diagnosis of nausea and vomiting assabieite cancer
chemotherapy AND pent hasa documented side eft, allergy, or
treatment failure of a regimen cisting of a BHT3 antagonist, an NK1
antagonist, and dexamethasone

Granisetron: has a diagnosis of nausea and vomiting associdatacancer
chemotherapy. AND patnthas lad a documented side edt, alergy, or
treatment failure to generic ondansetro

Zofran: patient must have a documented intoleranggeteeic formulation.

Sancuso:patient has aliagnosis of nausea amdmiting associted with caner
chemotherapy. AND prescriber provides documigmmeof medical necessity
for the transdermal forntation. OR patient has had a documented side
effect, allergyor treatment failure witlgereric ondasetron.

Sustol: Patient hasa diagnos of nausearal vomiting associated with cancer
chemotherapyroradiotherapy AND prescriber provides documentatibn
medical necessity for the specialty dosage form (i.e. inability to swallow
tablets, gsphagia) AND the patient has a domentedside effet, allergy, @
treatment failure wittDndansetron injection drSancuso transdermal.

Zuplenz: patient has a diagss of nausea and vomiting associated with canc
chemotherapy or radiotherapy. AND prelser provices documentation of
medical neessity fo the specialt dosage form (i.e. inability to swallow
tablets,dysphagia) AND a clinical rationale as to why orgiztron ODT is
not a suitable option for the patient.

CRITERIA FOR APPROVAL to ExceedQTY LIMIT:

Zuplenz: For nausea and wating associaté with chemotlerapy or radiation
therapy, 3 tablets for eachydaf chemotherapy/radiation and 3 tablets for
each ay for 2 days aftecompletion of chemotherapy/radiation may be
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approved.

Granisetron: For nausea and vomiting associated with chemotheaiaplets
for each day o€henotherapyand 2 tablets for 2 dayfter completion of
chemotheapy may be approvedOR For nausea and vomiting associated
with radiation therapy, 2 tablets for each day of radiation may be approve

Sancuso: For nausea amngbmiting associated withhenotherapy,1 patch for
each chemdierapycycle may be approved.

Limitations: Aloxi is not considere@noutpatient medication arid not covered
in the pharmacy benefit.

MISCELLANEOUS (PREGNANCY)
DICLEGIS® (10 mg doxylmine succinate and 10
mg pyridoxine hydochloride) DR tablet Bonjesta® (2(Gng doxylamine succinate and 269 Bonjesta, Doxylamine/Pyridoxone:patient has a documentiedolerance to
QTY LIMIT: 4 tablets/day pyridoxine hydrochloride ER tablet) Diclegis.
QTY LIMT: 2 tablets/day
Doxylamine succinate/pyridoxine hydrochloride DR tak
(compare to Diclegis®)
QTY LIMIT : 4 tablets/day

NK1 ANTAGONISTS

CINVANTI ® (aprepitant)injection Aprepitant, Emend (aprepitant). medication will be prescribed by an oncolog
® : P practitioner. AND patient requires prevention ofuss and vomiting
EMEND™ (fosapreitan injection associate with maderateto highly emetogenic cecer chemothapy. AND
The requested quantity does not exceed one 125 mg and two 80 mg cap
OR one TriFold Pack per course of chemotherapy. Patigittsmultiple
courses of chemothgraper 28 days will be appved quatities sufficient for
the numler of coursesf chemotherapyr-or approval of generic aprepitant,

Preferred After Clinical Criteria Are Met the patient must have a documented intolerance to brand Emend.
EMEND® (aprepitant) 80 mg Emend oral suspensionmedication vill be prescribed by an oncology practitione
QTY LIMIT:2 cap£28 days Aprepitant (compare to Emengl@0 mg AND patient requires prevention of nausea and vomitisgeated with
EMEND® (aprepitant) Tefold Pad QTY LIMIT: 1 cap/28 days moderate to highly emetogenic cancer chemothefi{iy patient has a
QTYLIMIT: 1 pack/28 days Aprepitant (compare to Emend®) 80 mg documerted medical necessity for the sjzty dosage fornfe.g. swalbwing
QTY LIMIT: 2 caps/28 days disorder)

Aprepitant (compare to Emend®) 125 mg Varubi: 'Medicatiorll will be prescrilbby an qncology practitiqner AND patient
QTY LIMIT: 1 cag28 days requires pevention of nausea and vomiting associated with moderate to
highly emetogenic cancehemotherapyAND the patient has had a

Emend® (aprepitant) oral spenson documented sideffect, allergy, or treatment failure with Eménd

VarubP (rolapitant)
QTY LIMIT: 4 tabs/28 days

THC DERIVATIVES
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All products require PA

ACE INHIBITORS

BENAZEPRIL (compare to Lotens@)

ENALAPRIL (conpare to Vasotéd)

EPANED® (enalapril) oral solutiofage < 12 years
old)
FOSINOPRIL

LISINOPRIL (compared Zestil®, Prinivil®)
QUINAPRIL (compare to Accup@)

RAMIPRIL (compare to Alt)
TRANDOLAPRIL

Dronabinol(conpare to Marinc@)
Marinol® (dronabinol)
Cesamé? (nabilore)

ANTI-HYPERTENSIVES

Accupril® (quinapril)

Altace® (Ramipril)

Captopril

Epane@ (enalapril) oral solution (age12 years old)

Lotensh® (benazepril)

Moexepril

Perindopil

Prinivil® (lisinopril)

Qbrelis® (Lisinopril) 1mg/ml solution
vasote® (enalapti

Zestrif® (lisinopril)

Pharmacology: Marinol® isa schedule Il cannabinoid agent containing the

sameactive ingredient, tetrahydrocannabinol, as marijuana. Whiexéct
mechanism of action is unknown, it is spedatl to inhibit medldry activity
as well as suppressagstagandin andendorphinsynhesis. Cesamet® is a
schedule Il synthetic cannabindltht acts by activating the endocannabino
receptors, CB1 an@B2, which are involved in nausea/vomiting regolati
Both Marinol® andCesamet® are FDAapproved for usenichenotherapy
associated naesa and vomiting refractory to conventional antiemetits
addition, Marinol® is indicated for patients withV/ AIDS-related anorexia
or wasting syndrome.

Dronabinol/Marinol: patient has diagnosis of chemotheragpduced

nausea/wmiting AND patient hasad a documented side effect, allergy, or
treatment fdure to at least 2 antiemetic agents, of which, one must be a
preferred 5HT3 receptor antagonist. If the reqige&ir Marinol, the ptient
must additionally have a domentedntolerance to generidronabinol. OR
patient has a diagnosis idfV/ AIDS associated anorexia. AND patient has
had annadequate responsgverse reaction, or contraindication to megesit
acetate. If the requeis for Marinol, the patient musidditionally have a
documentedhtolerance to generic dronabinol.

Cesamet:patient las a diagnosis of chemotherapguced nausea/vomiting

AND

patient has had a documented side effect, allenglyeatment failuréo at
least 2 antiemetic agents,which, one must be a prefed®&HT3 receptor
antagonist.

Epaned Oral Solution (Patients >12 years old):patient has a requirement for

an oralliquid dosage formi(e. swallowing disorder, inabilitjo take oral
medications).

Qbrelis Oral Solution: patient has a requirement for aaldiquid dosage form (i.e.

swallowing disorder, inability ttake oral medications) AND has a side effect,
allergy, or treatment failte to Epaned oral solution.

Other ACE Inhibitors: patient has had documented side effect, allergy, or

treatment failue to all available preferred generic ACEI. If a medication h
an AB rated generic, there must have been a trideogeneric formuléon.
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ACE INHIBITOR W/ HYDROCHLOROT HIAZID E

BENAZEPRIL/HYDROCHLOROTHIAZIDE

(compare to LotensiHCT®)
CAPTOPRIL/HYDROCHLOROTHIAZIDE
ENALAPRIL/HYDROCHLOROTHIAZIDE

(compare to Vasetic®)
FOSINOPRIL/HYDROCHLOROTHIAZIDE
LISINOPRIL/HYDROCHLOROTHIAZIDE

(compare to Zestoret@)
QUINAPRIL/HYDROCHLOROTHIAZIDE

(compare to Acuretié@)

Accureti® (quinapril/HCTZ)
Lotensin HO® (benazepril/HCTZ)
Vasereti® (enalapril/HCTZ)
Zestoreti® (lisinopril/HCTZ)

ACE INHIBITOR W/CALCIUM CHANNEL BLOCKER

AMLODI PINE/BENAZEPRIL (compare to LtIeI®)

ANGIO TENSIN RECEPTOR BLOCKERS (ARBS)

IRBESARTAN (compare to Avam®)
LOSARTAN (compare to Coza@b

MICARDIS® (telmisartan)
OLMESARTAN (compare to Benicy

VALSARTAN (compae to Diova®)

Lotref® amlodipine/(benazepril)
Tarkd® (trandolopril/verapamil)
Trandolapril/VerapamiER (compare toTarka®)

Avaprt@ (irbesartan)
Benica® (olmesartan)
Candesarta

CozaaP (losartan)
Diovar® (valsartan)

Edarb® (azilsartan) Tablet
QTY LIMITA tablet/day

Telmisartar(compare to Micard@)

ANGIO TENSIN RECEPTOR BLOCKER/ DIURETIC COMBINATIONS

IRBESARTAN/HYD ROCHLOROTHIAZIDE
(compae to Avalidé@)

LOSARTAN/HYDROCHLOROTHIAZIDE (compae

to Hyzaa@)
OLMESARTAN/HYDOCHLOROTHIAZIDE

Avalide® (irbesartan/hydrochlorottraae)
Benicar HCP (olmesarta/hydrochlorothiazide)
Candesartan/hydrochlorothiazide

Diovan HCT® (valsartan/hydrochlorothiazide)

EdarbycloiE (azilsartan/chlorthalidone) Tablet
QTY LIMIT:1 tablefday

ACE Inhibitor/Hydrochlorothiazi de combinations:patienthas had a
documented side effedllergy, or treatment failu to all available preferred
generic ACEI/Hydrochlordtiazide combination. If a medication has an AB
rated generichere must have been a trial of the generic formuati

Lotrel: The patient has haaldocumentedide effect, allergy, otreatment
failure to the generitormulation.

Tarka, Trandolapr il/Verapamil ER: The patient has had a documented side
effect, allergy, or treatment failure to amlodipine/benaz&pMiD the patient
is unableto take as the individuakparate agents.

Avapro, Benicar, Candesartan, Cozaar, Diovan, Edarbi, and Telmisartan:
Patient has had a domented side effect, aligy, or treatment failure with
TWO preferred Angiotensin Recépr Blocker (ARB) or ARB combinatian
AND If brand nane product with generic available, the patient has had a
documerted intolerance with the generic product.

Avalide, Benicar HCT, Candesartan/HCTZ, Diovan HCT, Edarbyclor,
Hyzaar, Micardis HCT and Telmisartan/HCTZ: patiert has had a
documented side effeallergy, or treatment faihe with a preferred
ARB/Hydrochlorothiazideeombination AND If brand name product with
generic available, the patiemas had a documented intolerance with the
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(compare to Beicar HCT®)
VALSARTAN/HYDROCHLOROTHIAZIDE

(comparea Diovan HCT®)

Hyzaa@ (losatan/hydrochlorothiazide)

Micardis HCT® (telmisartan/hydrochbkothiazide)
Telmisartan/hydrochlorothiazide (compdo Micardis

HCT®)
ANGIOTEN SIN RECEPTOR BLOCKER/CALCIUM CHAN NEL BL OCK COMBINATIONS

VALSARTAN/AM LODIPINE (compare to
Exforge®)
QTY LIMIT: 1 tabet/day

Azor®(o|mesartan/am|odipine)
QTY LIMIT: 1 tabletday

Amlodipine/telmisartaicompare to Twyns@\)
QTY UMIT: 1 tablet/day

Exforge® (valsartan/amlodipine)
QTYLIMIT: 1 tablet/day
Olmesartan/amlodipine (compare to AZpr

ANGIOTENSIN RECEPTOR BLOCK ER/CALCIUM CHANNEL BLOCK ER/HCTZ COMBO
VALSARTAN/AMLODIPINE/HCTZ (compared  ExforgeHCT®

Exforge HCT®) (amlodigne/valsartan/hydrochlorotiziale)
QTY LIMIT:1 tablet/ds QTY LIMIT: 1 teblet/day
Olmesartan/anoldipine/hydrochlorothiazide (corape
to Tribenzor®)

QTY LMIT: 1 tablet/day

Tribenzof
(amlodipine/olmesartan/layochlorothiazide)
QTY LIMIT:1 teblet/day

BETA BLOCKERS

SINGLE AGENT
ACEBUTOLOL
ATENOLOL (compare to Tenorm@)

BISOPROLOL FUMARATE
BYSTOLIC® (nebivolo)

CARVEDILOL (compare® Coreg®

Beta)ac@ (sotalol)

Betapace AP (sotalol)
Betaxolol

CarvedilolCR (compare to Cor(%)
QTY LIMIT: 1 tablet/day

LABETALOL ]
METOPROLQ. TARTRATE (campare to Coreg” (‘g‘“’e""o')_
ke O OTVLIMIT. 1 abledci,
METOPROLOL SUCCINATE XL (compare to Toptto Q - 1 tablevday
XL®) corgar® (nadolol)
NADOLOL Inderal LA® (propranolol ER)

generic podud.

Azor, Amlodipi ne/Telmisartan, Exforge, Olmesartan/amlodipine The
patient hahad a documented side effeallergy, or treatmerfailure to
Valsartan/anlodipine.

Exforge HCT, Olmesartan/amlodipineHCTZ, Tribenzor: patient has had
documented side effeallergy, ortreatment failuréo
Valsartan/amlodipine/HCTZ.

Non-preferred drugs (exceptas noted below)aient has had a documented
side effect,allergy, ortreament failure to at least three peered drugs. (I&
medication has an ABated generic, one trial must e generic
formulation.)

Carvedilol CR, Coreg CR:

Indication: Heart Failure:patient hadeen started and stabilzenthe
medcation.(Note: Samples are not considered adeqjuetfication for
stabilization.) OR gtient has had a documented séffect, allergy, or
treatmenfailure to metoprolol SR or bisoprolol. AND patient has beesble
to be compliant with otolerate wice daily dsing of carvedilol IR.

Indication Hypertension: patient has been started asthbilized orthe
medication (Note: Samples are not consigel adequate justification for
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PINDOLOL
PROPRANOLOL
PRCPRANOLOL ER (compare to Inderal LA

SOTALOL (compare to Betapa@ Betapace A@)

Preferred After Gini cal Criteria Are Met
HEMANGEOL® oral solution (prpranolol)

BETA-BLOCKER/DIURETIC COMBINATION

ATENOLOL/CHLORTHALIDONE (compaeto

Tenoreti(@)
BISOPROLOL/HYDROCHLOROTHIAZIDE

(compare to %c®)
METOPROLOL/HYDROCHLOROTHIAZIDE

CALCIUM CHA NNEL BLOCKERS

SINGLE AGENT
DIHYDROPYRIDINES

AMLODIPINE (compare to Norva&®)
FELODIPINE ER

NIFEDIPINE IR (compare to Procar@

NIFEDIPINE SR osmotic (compare to Pradie® XL)

NIFEDIPINE SR(compare to Adal& CC)

MISCELL ANEOQUS

CARTIA® xT (diltiazem SR, compare Cardizen?

CD)
DILT-XR® (diltiazemSR)
DILTIAZEM (compardo Cardizer@)

Innopran XL®(propranold SR)

KapspargoSpi nkl eE ( metoprol o

LopressogFD (metoprolol tartrte)
Soriné® (sotalol)

Tenamin® (atenolol)
Timolol

Toprol xL® (metoprolol succinate XL

Nadolol/bendroflumethiazide
Propanolol/HCTZ

Tenoreti® (atenold/chlorthalidone)
Ziac® (biscprolol/HCTZ)

Isradipine

Katerzia®(amlodipine) orasuspension
Nicardipine

Nimodipine

Nisoldipine ER(compare to Sula@)
Norvas® (amlodipire)

Nymalize® (nimodipine) Oral Solution

Procardi® (ragedipine IR)
PracardiaXL ™ (nifedipine SR ositixr)
Sular~ (nisoldipine)

cala® SR (verapamil CR)
Cardiznf® (diltiazem)
Cardizen® cD (diltiazem SR)

stabilization.) OR patient hdsd a documented side effeallergy,or
treatmenfailure to 3(three) preferred antiypertensive betdlockers.
Hemangeol:indication for use ishe treatmenof prdiferating infantile
hermangioma
Kapspargo: patient is unable to take a solid oral dest@ym and has a treatment
failure withan immediat rdease oral solution or crushed &bl

Criteria for approval (e xcept as rnoted below:)patient has had documented
side effect, allergy, oréatment failure to at least thrpeefared drugs. (If a
medicdion has an AB rated generic, one trial must be thergen
formulation.)

Katerzia, Nymalize patient has a medicak@ssityfor a specialty dosage form
(i.e. dysphagia, swallowing disorder).
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DILTIAZEM ER 24-hour capsuleécompare to

Tiazagb)
DILTIAZEM SR 24-hour @psulegconpare to

Cardzem®CD)
DILTIAZEM SR 24-hourtablets

TAZTIA® XT (diltiazem ER, compare toﬁa@)
VERAPAMIL (compare to Car®)

VERAPAMIL CR (compare tcCalan SI)
VERAPAMIL SR 120 mg, 180 mg240 mg and 360

mg (canpare td/erelar@)
VERAPAMIL SR 100 mg,200 mg, 30mg(compare

to Verelan PI\@)

Note: Please refer to th&nti-Hypertensives:

Angiotensin Receptor Blockers (ARBPDL

category for ARB/CCB ambination therapies
CENTRAL ALP HA AGONISTS

ORAL TABLETS
CLONDIDNE IR Tablets (compare to Catap@as

GUANFACINE IR Tablets (compare to Ter@)(
METHYLDOPA Tablets

TRANSDERMAL
CLONIDINE Transdermal Paltc
QTY LIMIT: 1 patch/Tdays

GANGLIONIC B LOCKERS

All products require PA

RENIN INHIBITOR

Cardzen®® LA (diltiazem SR)

Diltiazem ER 12hour capsules

Diltiazem ER/Matzin LA(compare to Cardizefh LA)
Tiazac _(diltiazem ER)

Verelan~ (vergpamil SR 120 mg, 180 mg, 240 mg and

360 I%519)
Verelanm PM (100 ng, 200 mg and 300 mg)

Vecamyl tabs: Patient has a diagnosis of methely severe or severe
hypertension AID patient has tried and failed, intcdet to,or
contraindicated to deastTHREE different antihypgension therapies of
different mechanism of actions.

Vecamy@ (mecamylanine)tablet

SINGLE AGENT
Aliskiren (compare to &ktuna®)
QTY LIMIT: 1 tablet/day

Tektuna® (aliskiren)

Aliskiren, Tekturna: patiert is NOTa diabetic who will contine on therapy
with an ACEI or ARB AND patient has a diagnosi$ lbypertension. AND
patient has had a domentedside effect, allergy, dreament failure with an
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AMINOGLY COSIDES

NEOMYCIN SULFATE
PAROMYCIN

CEPHALO SPORINS F' GENERATION

CAPSULES/TABLETS
CEFADROXIL capsules
CEPHALEXIN capsules (compare to Kef@x

SUSPENSION
CEFADROXIL suspension
CEPHALEXIN suspension

IV drugs are not managed at this time

CEPHALOSPORINS 2'\° GENERATION

CAPSULES/TABLETS
CEFACLORCcapsule
CEFPROZILtablet
CEFUROXIME tablet

SUSPENSION
CEFPROZILsuspension

IV drugs are not manag at this time

QTY LIMIT: 1 tablet/dg angotensin Receptor Blocker (ARB).
Tekturna HCT: the paient mwst me¢ criteria as listedbove fo Tekturna ands
COMBI NATIONS unable b usethe individual separategents.
Tekturna HCP (aliskiren/hydrochlorothiazide)
QTY LIMIT: 1 tablet/day

ANTI-INFECTIVES ANTIBIOTICS

Arikayce® (amkacin inhalation suspension) Arikayce: Patients O 18 vy e a indicationfor uaegsarea#niinDof
QTY LIMIT:28 vials (235.2nL)/28 days Mycobacterium avium complé@dAC) lung disease ANatient has not
achieved negaté sputum cultures after a minimum of 6 consecutive months
multidrug background ggmen therapy (g. macrolde, rifampin, & ethambutol)
within the past 12 monthblote: Initial approval will be granted for 6 months.
Forre-approval, the patient musave documentation of clinical improvement
AND 3 consecutive monthly negative sputuntues.

Cephadroxil tabs: patient has had a documented intolerance to cefadroxil
generic

capsules.
Cephalexin Tabs:patient has had documented intolerance to cephalexin
generic

capsules.

Cefadroxil tablets
Cephalexirtablets

Cefaclor ER Tabs: patient has had a documented intolerance to cefaclor
CefaClO@ ERtablet Capsu|es'

Cefaclor Suspensionpatient ha a documented side effeatlergy, or treatment
failure to Cefprozil suspwesion.

Cefaclor suspension
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CEPHALOSPORINS 3P GENERATION

CAPSULES/TABLETS
CEFDINIR CAPSULE
CEFPODOXIME TABLET

SUSPENSION
CEFDINIR suspension

IV drugs are not managed at thiaé

CLIND AMYCIN DERIVATIVE S

CLINDAMYCIN (compare to Cleocin®) capsules

CLINDAMYCIN (compare to Cleocin®) oral
solution

MACROLID ES

AZITHROMYCINt a b s,
(conpare to ZithromaX)
Maximum 10 days therapy/30 days

S-daygupplyli (¢

CLARITHROMYCIN tablets

Supax® (cefixime) chewabletablets

Cefixime supension
Cefpodoxime proxetil suspension
Supra® (cefixime) suspnsion

Cleocin (clindamycin) Capsules
Cleocin® Ped (clindamynj oral solution

Azithromycintablets and liquidi{ > 5-daysupply)
(compare to Zithromax)

Azithromycinpacket (compare toithromap)
QTY LIMIT: 2 gramsffill

Zithroma@ (azithromycin) tablets and liquid
QTY LIMIT: 5 days supply/RX, maximum 10 dgy
theray/30 days

Zithromax™ (azithromycin) packet
QTY LIMIT: 2 gramill

Clarithromycin SR

Clarithromycin suspensio

E.E.S (egthromycin ethylsuccinate)

ERY-TAB™ (erythromycin base, delayed release)

ERYTHROMYCIN BASE

Erythromycin base, delayedlease (@mpare to Ery
tald®)

ERYTHROMYCIN ETHYLSUCCINATE (compare to

E.ES®)
Erypec@ (erythromycin ethylsuccinate)

Suprax, chewable tablet:patient is completing a course of therapy which wa
initiated inthe hospital. OR patient has hadacumentedide effect or
treatment failure to cefidir or cefpodoxime.

Cefpodoxime Proxetil Susp, Cefixime Susp, SupraQusp patient is
completing a course of therapy which was initiated in the hospital. OR pz
has had a documented side effect eatment fdure to cefdinirsuspension

Cleocin: the patiehhas a doumented intolerance to the generic eglgiut.

Non-preferred agents éxcept as below)patient has documented sideffect,
allergy, or treatment failure to at least two of theferred medications. (If a
product has an AB rated generic, one trial must be the generic.) OR pati¢
completing a course of thgrawith the requested medication thaasv
initiated in the hospital.

Azithromycin/Zithromax packets: A clinically valid reason why the dose
cannot be obtained using generic azithromycin tablessispensioAND |If
the request is for brand Zithromax, thegtipnt hass documented intolerance
to the generic prduct.

Azithromycin > 5-day supply (criteria for approval based on ndication):

Lyme Diseas: patienthas had a documented side effect, allergy, or treatmen
failure to at least two of the following: dgeycline,amoxicillin, or a 2nd
generabn cephalospan. For early Lyme disease, without neurologic or
rheumatologic (ahritis) complications, the length of authorization is up to
days. For neurologic or rheumatologic Lyme disease, the length of
autharization s up to 28 days

Cystic Fibross: lengthof authorization up td2 months

HIV/immunocompromised statuazithranycin is being used for MAC or
Toxoplasmosis treatment or prevention. (length of authorization up to 6
months)

Bacterial Snusitis patienthashad a documented side effeallergy, or teatment
failure to penicillin, amoxicillin, or sulfamethoxazoléftiethoprim (Bactrim).
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IV drugs are not managed atdtime

NITROFURANTOIN DERIVATIVES

NITROFURANTOIN MACROCRYSTALLINE
cgosules (compare to Macrodantin®)

NITROFURANTOIN MONOHYDRATE
MACROCYSTALLINE capsules (compa to
Macrobid®)

NITROFURANTO N SUSPENSI ON (

OXAZOLIDINONES

IV form of this medication not managed at this tim

PLEUROMUTILINS
All products require PA

IV form of this medication not managed at this time

Erythrocin (erythromycin stearate)

Dificid ® (fidaxomicin) tablet
QTY LIMIT: 2 tablets per day,0-daysupply per 30
days

Macrobid® (nitrofurantoin monohydrate
macrocrystalline) capsules
Macrodantin® (nitrofurantoin macrocrystalline)

capsules

Linezolid (compare to Zyvox®)
QTY LIMIT56tablets per 28 days
Linezolid (compare to Zyvox®) suspension
QTY LIMIT60 ml/day, maximum 28 days supply
Sivextro® (tedizolid)
QT% LIMIT:1 tab/day
Zyvox- (linezolid)
QTé LIMIT:56 tablets per 28 days
Zyvox- (linezolid) suspension
QTY LIMIT: 60 ml/day, makmum 28 days supply

Xenleta® (lefamulin acetate)
QTY LIMIT: 2 tabs/day

(length of authorization up to 10 days)

SevereBronchiectasior COPDwith frequent exacerbationtengthof
authorization up tol year (Thee is no safey or efficacy dea for long-term
therapy beyond one year)

Babesiosisblood snear ¢ PCR is positive (results must be submitted; positive
serology is not sufficient) AND patient is symptomatic (length of authtioiz
up b 10 days)

Dificid:pati ent 6s diagnosis or indicat
diarrhea (CDAD) AND ptiert has had a sideffect, allergy, treatment failure
or contraindication to oral vancomycin.

Macrobid, Macrodantin: the patient has a documented intolerance to theigene
equivalent.
Nitrofuranto in susp (age > 12 yrs)patient must have medical necessity for a liq

formulation (i.e. swallowing disorder)

Criter ia for Approval: patient has been started on intravenous or oral linezo
or tedizolid in the hospital and will be finishing the course of therapy in ar
outpatient setting OR patient has a documented blood, tissue, sputuingo
culture that is psitive for VancomycirResistant Enterococcus (VRE)
species. OR patient has a documented hlgmatum tissue, or urineculture
that is positive for MethicillilResistant Staphylococcus spedi@¢D patient
has had a documertt treatment failure with methoprimsulfamethoxazole
clindamycin doxycycline, or minocyclin®R there is a clinically valid reason
that the patient cannot be treatedhvane of those agnts AND for approval
of Zyvox or Sivextrothe patient has amtolerance to generic linezdl

Xenleta: patient is completing a course of therapy which was initiatettié hospital
ORpatienti® 18 years of age AND has -a
acquired bacterial pneumonia (CABP) ANDiture and sensitivity (C&S) repor
shows isolated pathogen is &saptible to lefamulin (If obtaining a C&S repori
is not kasible, provider must subrdibcumentation.) AND patient has a
documented treatment failure, intolerance, or contraindication to 2 preferrec
antibiotics ANDpatient kas no known risk factors fanéreased QT prolongatior
(e.g. cardiac arrhythmias, symptatic bradycardia, hypokaleajior congenital
prolongation of the QT interval) AND medication is not being used in
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combination with other drugs known to prolong thei@@&rval (e.g.
antipsychoticserythromycin, tricyclic antidepressants). If use of Xtate
cannot be avoided in thepatients, baseline EKG and plan for ongoing
monitoring must be documented

PENICILLINS (ORAL)

Amoxicillin/Clavulanate ER: prescriber must provide a clinically valid reason
for the use of the requested medication.

SINGLE ENTITY AGENTS
NATURAL PENICILL INS
PENICILLIN V POTASSIUMtaldets, oral solution

PENICILLINASE -RESISTANT PENICILLINS
DICLOXACILLIN Capsules

AMINOPENICILLINS

AMOXICILLIN capsules, tablets, chewable tablets,
suspension

AMPICILLIN capsules, suspension

COMBINATION PRODUCTS
AMOXICILLIN/CLAVULANATE tablets, chewable Amoxicillin/clavulanateER talets
tablets, suspension

QUINOLONES

CIPROFLOXACIN (compare to Cipro®) tabs Baxdel akE (del afl oxacin) Cipro,Levaquin: the patient has had a documeritedlerance to the generic

CIPRC (ciprofloxadn) oral suspension Ciprd® (ciprofloxacin) tabs equivalent.

LEVOFLOXACIN (comgare to Levaqu@) tabs, Levaquir® (levofloxacin) tabssolution Baxdela: patient is completing a course of therapy with the requested medicatic
soltion Ofloxacin that

MOXIELOXACIN tabs was initiated in the hospital OR

diagnosis of eute bacterial skin and skinwttureinfection (ABSSSI) AND

current culture and sensitivity (C&S) report shows isolated pathogen is a gri

positive or grarmegative organism susceptible to delafloxacin (If obtaining a
IV drugs are not managed at this time C&S report is not feasible, provider must submit documentation.) Amdber

has a documented ttezent failure, intolerance or contraindication to 2 prefer

antibiotics, one of which must beladroquinolone AND duration of therapy

does not exceed 14 days.

Ofloxacin: patient has had a documented side effect, allergyeament failure

with two preferred fluoroquinolones
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RIFAMYCINS

All products require PA

TETRACYCLINES

DOXYCYCLINE MONOHYDRATE 50MG,
100MG capsules, tablets

DOXYCYCLINE HYCLATE 20MG tablets

DOXYCYCLINE HYCLATE 100MG
capsules, tablets

DOCYCYCLINE HYCLATE 50MG capsules

DOXYCYCLINE MONOHYDRATE suspension

Aemcolo® (rifamycin) delayed release tablets
QTY LIMIT: 12 tablets, max of 3 days

Xifaxan ® (rifaximin) 200 mgtablets
QTY LIMIT:depends on indication

Xifaxan® (rifaximin) 550 mgtablets
QTY LIMIT:depends on indication

Demeclocyclinel50mg, 300mgdabs

Doryx (doxycycline hyclatejelayed releasabs

Doxycycline hyclate delayed release tabs

Doxycycline 75mg, 150mg caps, tabs

Minolira®ER (minocycline extended release) tablet
QTY LIMIT: 1 tablet/day

Minocycline 50mg, 75mg, 100mg &bs

Nuzyra® (omadacycline) tabs

Aemcolo:pati ent has a diagnosis of tra
of Escherichia colAND Patient has had a documented side effect, allergy,
treatment failure orantraindication with a flumquinolone or azithromycin.

Xifaxan: Criterial for Approval Based on Indication:

Hepatic Encephalopathy (Xifaxan 550 mg Tablets Only):patient has a
diagnosis of hepatic encephpithy. AND Patient has had a documented s
effect, allergy, treatmentifarre or contraindication to lactulose. AND
Quantity limit is 2 tablets/day (550 ntgblets only).

Travel ero6s Diarrhea ( X)i paderthas a @ayrpsisr
of trave | edrardhea caused by noninvasive strainEsdherichia coli. AND
Patent has had a documented side effect, allergy, treatment failure or
contraindicatdn with a fluoroquinoloner azithronycin. AND Quantity limit
is 9 tablets/RX (200 mg tablets only).

Small Intestinal Bacterial Overgrowth (Xifaxan 550 mg or 200 mg Tablets

patient has a diagnosis of SIBO AND Quantity limit is 1,200tang
1,650mg/dayor 14 day, maximum of 3 cowses will be approved.

Irritable Bowel Syndrome (Xifaxan 550 mg or 200 mg Tablets)patient has a
diagnosis of irritat# bowel syndome without cortipation or with symptoms
of bloating.Quantitylimit is 1,200 mg to 1,650 mg/ddpr 14 days;
maximum of 3 coumss will be approved

Infl ammatory Bowel Disease: Crohn¢
Tablets): patienthasd i agnosi s o fe ARD Ratremt bas hada
documented side effect, allergy,dtment failure or contraindication two of
the following: 6mercaptopurineazathioprine, corticosteroidst
methotexate AND Quantity limit is 600 mgo 1,600 mg/dy.

Clostridium difficile Di arr hea (Xifaxan 200 mg Tablets)patient has a
diagnosis 6C. difficile diarrhea. AND Patient has had a documented side
effect, allergy, treatment failure or contraindicatiovamcomycinrAND
Quantity limit is1200mg/day

Non-preferred doxycycline/minocycline products(except as listed below)
patient has had a documented side effect, allergy, or treatment failure with ¢
preferred drycycline/mirocycline. If a product haan AB rated geeric, the
trial must be the genie formulation.

Nuzyra: patient has been started on intravenous or oral omadacycline in the hc
and will be finishing the course of therapy in an outpatienihgeliR the ptent
has a diagnosis of canunity-acquirel bacterial pneumonia (CABP) arude
bacterial skin and skin structure infections (ABSSSI) AND the patient has hi
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25MG/5ML
MINOCYCLINE 50MG, 100MG capsules

VANCOMYCIN

All products require PA

IV vancomycin products amot managed at this
time

ALLYLAMINES

TERBINAFINE tabs (compare to Lami:@b
QTY LIMIT: 30 tablets/month (therapy limit of
90 days)

GRISEOFULVIN MICROSIZE Susgnsion

AZOLES

FLUCONAZOLE (compare to Diflucan®) tabs,

QTY LIMIT: Max 14-day supply
Oracea® (doxycycline monohydrate) 40mg cap
Solodyn®(minocycline) tabs ER
Tetracycline 250ng, 500mg cap
Vibramycin® (doxycycline hyclateap suspensin
Vibramycin® (doxycycline calcium) sy
Ximino® (minocycline) caps ER
All other brands

documented treatment failure with two preferred antibi¢tiosn any classpR
theprovider sulmits clinical rationale a®twhy the preérred agents would not
be appropate for the patient.

Oracea: patient has a diagnosis of Rosacea AND patient has had a documente
effect, allergy, or treatment failure with both a preferred dgofiree and
minocycline.

Minolira ER/ Solodyn/Ximino: pai ent is O 12 ycatianisso o
treat noAnodular inflammatory lesions of acne vulgaris AND patient has had
documented side effect, allergy, or treatment failure with a preferred
minogycline. Note: no effect has been demomttd on norinflammatory acne
lesions.

Vibramycin Suspension, Syrup:patient has a medical necessity for a liquid dos:i
form AND a documented failure of preferred doxycycline suspension.

Tetracycline: patient has &d a documeetside effect, allergy, dreatment &ilure
with at least two preferred products OR the indication for use is the treatmel
H. Pylori infection

F r v a nanpddmy¢irvHCI) powder for arsolution
QTY LIMIT: 1 bottle (150ml) per course of therapy. | Firvang, Vancomycin oral sdution: The patient has diegnosis or indication of

more than 150ml is required, use of 300ml bottle is Clostridium difficile associated diarrhea (CDAD) or staphylococcus enteroct

required. AND for approval of Vancomycin oral solution, the patient has a documente
vancocit® intolerance to Firviag.
Vancomycin(compare to Vancchn®) capsulesoral Vancocin, Vancomycin casules:The patient has aajnosis or indication of
solution Clostridium difficile associated diarrhea (CDAD) or staphylocoettsrocolitis

AND for approval of Vancocin, the patient has a documented intolerance to
generic vancomycin gaules.

ANTI-INFECTIVES NTIFUNGAL

Griseofulvin Microsize Tablets
Griseofulvin Ultramicrosize Tablets

Griseofulvin Microsize TabsGriseofulvin Ultramicrosize: patient has had a
documented sideffect, allergy, or treatment failure with terbinafine tablets
and a preferred formulation of griseofulvin.

Cresemb® (isavuconazoniumgaps Cresemba: patient is completing a course of therapy that indisted in the
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suspension
CLOTRIMAZOLE Troche(compare tdMycelex®)

IV drugs are not managed at this time.

TRITERPENOIDS
All products requie PA

Diflucan® (fluconazole) tabs, suspension

Itraconazol¢compare to Sporan@) caps solution
Ketoconazole tabs

Noxafil® (posaconazole) oralispension

Noxafil® (posaconazole) DR Tdéts
QTY LIMIT: 93 tablets/30 day
Oravig® (miconazole) 5@ng buccal tablet
Posaconazole DR Tablets (compare to Noxafil®)
QTY LIMIT:93 tablets/30 days

Sporano@ (itraconazole) caps, solution
Tolsura® (itracoazole) caps
QTYLIMIT: 4 caps/day

vFend® (voriconazole) tabs, suspension
Voricorazole(compare to VFer@) tabs, suspension

Brexafemm® (ibrexafungerp) tablets

hospital OR patierttas a diagnosis of usormycods OR patient &s a
diagnasis of invasre aspergillosis and has had a documediside effect,
allergy, contraindication, or treaent failure with voigonazole.

Ketoconazoleltraconazole 100mgcap/Itraconzaole SolutioiSporanox
patient has documentedideeffed, dlergy, ortreatment failureo at least
ONE of the preferred adicationsOR patient is completing a course of
therapy that was initiated in the hospit&lor approval of Sporanox®
capsules, the patient must have a documenteterance t@eneric
itracanazole. Foapproval ofitraconazolesolution, the patient mtibave a
medical necessity for a liquid dosage form.

Limitations : Coverage of Onychomycosis agents will NOT be approved solely

cosmetic purpass.

Tolsura: patiert has a diagwsis ofasperdiosis intderant of or refactory to
Amphotericin B therapy ND patient has a documentedalerance to both
generic itraconazole and voriconazole OR patient has a diagnosis of
blastomycosis or histoplasmosis AND the patierst & documest intolerance
to itraconaole capsules argtlution.

Voriconazole/Vfend: Patent has a diagnosis of invasive aspergillosis. OR

patient is completing a course of therapy with the requested medication tl
was initiated in the hospital. OR patient halbeumented sideffect,

allergy, or treatmetrfailure to ONE of the preferrededications AND
itraconazole. AND For approval of Vfe®dthe patient must have a
documented intolerance to generic voriconazole. AND For approval of
voriconazole suspeaion, the patient mushave a medial necessity foa

liquid dosage form.

Noxafil, Posaconazole patient has a diagnosis of HIV/immunocompised
status (neutropenia secondary to chemotherapy, hematopoietic stem cel
transplant recipients) ANhedicationis being used for theareventionof
invasiveAspengillosis/ Candida infectionsOR pdient is completing a course
of therapy with the requesi medication that was initiated in the hospital. C
For Oral Suspension ONLYhepatient has a documented sieféect, dlergy,
or treatnent failue tooneof the peferred medicationanditraconazée AND
the patient is being treated for oropharyngeabadiasis.

Diflucan (brand): For approval of Diflucan brand name product, the patient
must have a documented intolerategeneric fluonazole

Oravig: The indicaion for use is treatment of oroplyaigeal candidiasis AND
patient has had a documented sifed, allergy, or treatmerfailure/
inadequate response to both nystatin suspension and clotrimazole troche

Brexafemme: Thepatient is not pragant and hetbeercounseled to use effective
contraception durinteatmentnd for 4 days after the last dose (if applicable)

42



AND the patient hagecurrent yeast inféions desge a treatment eose of 7-14
days with goreferredvagnal azoleAND a longercourseof oral fluconazolde.g.
one dose every 3 days fatotal of3 doses)

ANTI-INFECTIVES ANTIMALARIALS

ATOVAQUONE/PROGUANIL(compared Malarone® (atovaquone/proguanil) Krintafel. t he patient is O 16 years ofid a
Malarone®) Pyrimetharmme (comparéo Daraprim®) therapy
CHLOROQUINE Quinine Sulfate (compare tou@lquir®) Malarone: patient has a documented intolerance to the genericabept
COARTEM® (artemether/lumehtrine) Qualaquin® (quinine sulfate) Pyrimethamine: patient las a documented intolerance to lr&araprim
DARAPRIM® (pyrimettamine) Quinine sulfate, Qualaquin diagnosis or indication is for the treatment of
HYDROXYCHLOROQUINE SULFATE malaria. (Use for legramps not permitted.) AND If the request is for brand
MEFLOQUINE Qualaquin, the patient ba documeted intolerance tchie generic equivalent
PRIMAQUINE

QUINIDINE SULFATE

Preferred After Clinical Criteria Are Met
KRINTAFEL® (tafenoquine succinate)

ANTI-PARASITICS

ALBENDAZOLE (compare to Albenza®) Albenza® (albendazole) Benznidazole Lampit : patient must be betweer12 years of age
BILTRICIDE® (praziquantel) Benznidazole (Benznidazole) 0018 years (LampitAND patient has a diagnosis of Chag
IVERMECTIN (compare to Stromect®)l Emvern? (mebendazole) Disease (Americatrypanosomiasis) AND length of therapy does not exce
Lampit (nifurtimox) 60 days.
Strome¢ol® (ivermectin) Emverm: patienthas a docmented side effecsllergy, treatment failure, or

containdication toalbendazol€®©R indication for use is hookworm infection
(e.g. ancyclostomiasis, necatoriasisinariasis).

Albenza, Stromectol: patient has a documented int@ece to the gneric
product.

ANTI-INFECTIVES ANTHVIRALS
HERPES SIMPLEX VIRU S MEDICATIONS (ORAL)
Acyclovir suspension (age > 12 yrs¥ovirax suspension patient has a medice

ACYCLOVIR (compare to Zovirax®) tablets, Famciclovir (compare todmvir®) necessitydr a nonsolid ol dosage form AND for approval of brand

capsules o . i i i i i
ACYCLOVI R suspension (. SltaV|g® (acyclovir) Buccal Tablet Zovirax, f[he patient has a documented intolerance to generic acyclovir
VALACYCLOVIR (compare to Valtrex®) QTY LIMIT: 2 tablets/30 days suspension.

Famciclovir: patient has a domented side effecallergy,or treatment failure
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Valtrex® (valacyclovir)
Zovirax® (acyclovir)tablets, capsulesuspension

INFLUENZA MEDICATIONS

OSELTAMIVIR (compare to Tamiflu®)
QTY LIMIT: 45 and 75 mg caps =t@ps/30 days, Tamiflu® (oseltamivir)
30 mg caps 20 caps/30 day$ mg/ml suspension QTY UMIT: 45 and 75 mg caps = 10 caps/30 day:
=180ml/30 days 30 mg caps = 20 capsulgd/days, 6 mg/ml
RELENZA® (zanamivir) suspesion = 180 ml/30 days

) XofluzaE (baloxavir marb
QTY LIMIT: 20 blisters/30 days

CYTOMEGALOVI RUS (CMV) INFECTION MEDI CATIONS

VALGNCICLOVIR (compare to Valctye®) tablet  Livtencity™ (maribavir) tablets
Prevymis® (letermovir)
Valcyte® tablets, solution
Valganciclovir (compare to Valtg®) solution

(at least one course sévenor more days) with acyclovior valacyclovir.
Sitavig: patient has a diagnosis of recurrent herpes labialis (cold sbess)g
at least 4 episodes the previous yeakND patient has a documented side
effect or treatment failure with acyclovir AND valacyclovir.
Valtrex, Zovirax (tabs, caps) patient has a documented intolerancthto
genericequivalent.

Tamiflu: Patient ha a documented intolerance to generic Oseltamivir

Xofluza:Patent is O 12 years of agpeificAelbsdn
the patient canriaisea preferred agerilote: A maximum of one single dose
per 30 days will be approved(@2xase
20mgtablets)or patientsveighing between 40kg and 80kg or 80fagpatients
weighing at least 80kg.

Limitations: Amantadire and rimantadine are not CDC recommended for us
influenza treatment or chemoprophylaxis at this time and are not coverec
this indica i o n . For informatiPBar kiegsao
Medi cati onso.

Livtencity: Indication is for the treatment of CMV infeatidn a recipient of a
hematopoietic stem cell or solid organ transphedb infection is refractory to
ganciclovir, valganciclovir, cidofovir, or foscarnet (as defined by >Ilog
increase in CMV DNA levels in blood or serum after at least 14 days opyher
AND medication will not be administered with ganciclovir or valgelogir. For
re-approval beyond 12 weeks, documentation must be submitted detailing
continued medical necessity.

Prevymis: Indication is for the prophylaxis of cytomegalovirus (CMiection in
adult CMV-seropositive recipients [R+] of an allogenic hematopoietic stem c
transplant AND therapy is initiated between day 0 and day 28 post
transpantation AND therapy will continue through day 100 gosihsplantation
AND for approval dinjection, the patiennust be unable to take oral
medications.

Valcyte: the patient has a documented intolerance to generic valganciclovir AN
approval é sdution, the patient has a medical necessity for asutid oral
dosage form.

Valganciclovir solution: the patienhas a medical necessity for a remiid oral
dosage form.
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INFLUENZA VACCINES

SEASONAL INFLUENZA VACCINE
INJECTION

INACTIVATED INFLUENZA VACCINE,
QUADRIVALENT (llvV4), STANDARD DOSE
(EGG BASED)

AFLURIA® QUADRIVALENT Injection

FLUARIX® QUADRIVALENT Injection
FLULAVAL ™ QUADRIVALENT Injection
FLUZONE™ QUADRIVALENT Injection

VACCINES - OTHER

Preferred After Age Limit Is Met
GARDASIL

SHINGRIX

ADJUVANTED INACTIVATED INFLUENZA

VACCINE , QUADRIVALENT (Il V4), STANDARD

DOSE (EGG BASED)
Fluad™ Injection

INACTIVATED INFLUENZA VACCINE,
QUADRIVAL ENT (llV4) , HIGH DOSE (EGG
BASED)

Fluzone HighDosé Injection

RECOMBINANT INFLUENZA VACCINE,
QUADRIVALENT (RIV4) (EGG FREE)
Flublok® Injection

INACTIVATED IN_ FLUENZA VACCINE,
QUADRIVALENT (ccllV4), STANDARD DOSE
(CELL CULTURE BASED) (NOT EGG FREE)
Flucelvax Quadrivalerft Injection

LIVE ATTENUATED INFLUENZA VACCINE,
QUADRIVALENT (LAIV4) (EGG BASED)
Flumist® Quadrivalent Intranasal

Flucelvax Quadrivalent: Patient mushave adocumented severe reaction to
egg based influenazaccine ORPresriber provids clinical rationale why
one of the preferred influenza vaccines cannot kd.us

Flublok: Pat i ent i s CPatRrBmugt baaer aslocomented €eRere
reaction to egg based influenza vacoii¢D the patient is unable to use
Flucelvax.

Flumist: Flumist is being requested forflinenza prophylaxis dumng flu season
AND The patient is betweethe ages of 19 and 49 years old, AND Prescril
provides dcumentation of a edraindication to an intramuscular injection
(e.g., currently on warfarin; history of thrombocytopenia) or other compel
information b sipport the use of this dosage form.

Fluzone High Dose, Fluad:Pat i ent i s OBPrésbribey gravides
clinical rationale why one of the preferred influenza vaccinasatbe used.
Note: the CDC and its Advisory Committee on Immunization Practices
(ACIP) have nbexpressed a preferenice any flu vaccine fanulation for
this age group.

Gardasil: Covered for 19 years old #6 years old (those under 19 should be
referred to theipediatrcian or PCP for stateypplied vaccine)
Shingrix: Covered if O 50 years of age

Vaccines on the Advisory Committee on Immunization Practices (ACIP) list

of recommended vaccines for childr

the Vaccines for Childreprogramadministeredy the Vermont

Departmenb f Heal t h, and are not avi

Programs

A VvVaccines on the ACIP list of rec
age are available at many primary care provider offices and throegh th
pharmacy programs. Vaccines are sabfe the same limitations as the ACI
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guideline recommendations. Providers who participate in the Blueprint fo
Health initiative must enroll in the Vaccines for Adults program administe
by the Vermont Departmenf Health. The ACIP guidelines and imfoation
about enrollment in these programs can be found at
http://healthvermont.gov/hc/imm/provider.aspx

Avaccines not on the PriorcAatmorizatiord e d |

MIGRAINE THERAF: PREVENRATIVE TREATMENTS

Calcitonin gene-related peptide (CGRP) Inhibitors: Initial approval is 6 months; renewals are 1 year

Preferred After Clinical Criteria Are Met

AJOVY® (fremanezumalyfrm) Ai movi gE (aeoe)enumab Aimovig, Ajovy, Emgality 120mg/mL, Vyepti: The patient is 18 years of age or
QTY LIMIT:225mg (1 injection) per 30 days or QTY LIMIT:1 injection (1mL) per 30 days older AND patient has a diagnosis of episodic migraing4sheadache days
675 mg(3 injections) every 90 days Emgality ® (galcanezumalgnim) 100mg/mL per month with migraine lasting 4 hours or @)wor chronicmigai ne (

EMGALITY ® (galcanezumalnim) 120 mg/mL QTY LIMIT:300mg (3 injections) per 30 days, headache days per monthyoh i ¢ h O e days,dor ahleaptr3 a
QTY LIMIT:240mg (2 injections) for the first 30 maximum of 6 months per year approved months) AND patient has failed or has a contraindication to an adequate
days followed by 120 mg (1 injection) per 30 day: Nurtec® ODT fimegepat) (O 60 day sWOnmnedicatmrs fol n@gaame prophylaxis from at

leag 2 differentclass es (tri cycl i ¢ an tblockergpor e

Q.TYT,\I; IMIT: 16 tablets/30 days anticonvulsants). Initial approval will be granted omonths. For re
Qulipta™ (atogepant) approval after Bnonths the patient must have documentation of a decreas
QTY LIMIT: 30 tablets/30 days the number of headache days p@nth or decresed use of acute migraine
Vyepti® (eptinezumiajjmr) medications such as triptans. Pharmacy claims will also be evaluated to .
compliance with the medicatio@linical justification must be provided if
there is an increase i profiteri pt an
Nurtec ODT, Qulipta: The patient i48 years of age or older AND patient has a
Note:P | ease refer toborBot@ko t diagnosis of episodic migraine-{4 headache dayer month with migraine
lasting 4 hours or more) AND patient has failed or hemndraindication to an
adequatetria ( O 60 d &WGQ medicafionsdomigrhire arephylaxis
from at | east 2 different belablxkers,s
or anticonvulsants). Initial approval will be granted for 6 months. Fappeoval
after 6 months, theatient must have documetivn of a decreasin the number
of headache days per month or decreased use of acute migraine medicdtio
as triptansPharmacy claims will also be evaluated to assess compliance wit
medicationClinical justificationmust be provided if thetis an increase in
triptan wsenoted in the patiett profile.
Aimovig, Nurtec ODT, Vyepti additional criteria: The patient must have a
documented sideffect, allergy, or treatent failure to EmgalityandAjovy.
Qulipta additional criteria : Thepatient must have a documented side effect,

allergy, or treatment failure to Emgality, Ajovy, and Nurtec ODT.
Emgality 100mg/mL:
1 Patient isl8 yearf age or older AND
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GEPANTS
Preferred After Clinical Criteria Are Met

NURTEC® ODT(rimegepant)
QTY LMIT: 8tablets/30 days

DIHYDROERGOTAMINES

MIGRANAL® (dihydroergotamine mesylate) ras
spray
QTY LIMIT:8 units/30 days

9 Patient has a diagnosis of episodic cluster headache as defined by th
following:

0 Severdo very severe unilateral pain felt in the orbital,
supraorbital, andf temporal regions lasting 150 minutes
(when untreated)

o0 Pain is accompanikhy a sense of restlessness or agitation C
at least one of the following signs or gytems, ipsilateralt the
headache:

A Conjunctival injection and/or lacrimation

Eyelid edema

Miosis and/or ptosis

Nasal congestion and/chinorrhea

Forehead and facial gating

1 Patient has O 2 active cluster
remission forperiods asting O 3 months ANI

1 Patient has not aved satisfactory responseadequate doses of
corticost eprroeidinsi s(otnh €3 Oomg O dailyp mg
started promptly at the start of the cluster period (Failure is defined as
need to use acutefative medications (oxygen, triptans, euoines,
lidocaine) at leastnce daily for at least 2 days/week after first full
week of steroid thepy) AND

1 Patient has not achieved satisfactory response to adequate doses of
verapamil 480mg/day, titratedp as needed to a max of 960mg/day)
givenfor at least 3 weeks (Failuiedefined as the need to use
acute/abortie medications (oxygen, triptansgetamnes, lidocaine) at
least once daily for at least 2 days/week after 3 weeksqgtiately dosed
veraamil) Note: this requirement willbewaiee i f t he pa
recent active cluster periods were less thavegks in duration.

D > > >

MIGRAINE THERAPY: AQUTE TREATMENTS

Nurtec ODT: Patient has a documied side effect, allergy, or treatmédailure with
Ubrelvy® (ubrogpant) 2 preferred triptans, unless contraindicated.
QTY LIMIT:10 tablets30 days Ubrelvy: Patient has aatumented side effeallergy, or treatment failure with 2

preferred triptans, unless domindicated AND patient has a documertdis
effect, allergy, or treatmentifiare with Nurtec ODT.

Dihydroergotaminenesylate nasal spray (compare to  Dihydroergotamine, Trudhesa: The patient has a domented intolerande
Migranal®) Migranal nasal spray.
QTY LIMIT: 8 units/30 days

Trudhes& (dihydroergotamine mesylate) nasal spray
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DITANS
All products require PA

TRIP TANS

SINGLE AGENT
ORAL
SUMATRIPTAN (compare to Imitre®)

QTY LIMIT:25 mg =18 tables/30 days
50 andl00 mg =9 tablet£30 days

RELPAX® (eletriptan) 20 mg, 40 mg
QTY LIMIT:12 tablets30 days

RIZATRIPTAN (compare to MaxaR)
QTY LIMIT12 tablett30 days

RIZATRIPTAN ODT (@mpare to MaanMLT®)
QTY LIMIT:12 ablet$30 days

QTY LIMIT: 8 units/30 days

Reyvow® (lasmiditan)
QTY LIMIT: 8 tablets/30 days

Almotriptan 6.25mg, 12.5mg
QTY LIMIT: 12 tablets30 days

Amerge® (naratrptan) 1 mg, 2.5 mg
QTY LIMIT: 9 tablets/30 days

Eletriptan (comparto Relpax®)
QTYLIMIT: 12 tablets/3@ays

Frova® (frovatriptan) 2.5 mg
QTY LIMIT:9 tablets/30 days
Frovatriptan (compare to Fra¥)e2.5mg
QTY LIMIT:9 tablets/30 days

Imitrex® (sumatriptan)
QTY LIMIT:25 ng = 18 tablets/30 days,
50 and 100 mg = &blets/30 days

Maxalf® (rizatriptan) 5 ng, 10 mg tablet
QTY LIMIT: 12 tablets/30 days

Maxalt—MLT® (rizatriptan ODT)
QTY LIMIT: 12 tablets/30 days

Naratriptan(compare to Ameré%)
QTY LIMIT:9 tablets/30 dys

Zomig® (zolmitriptan) tablets
QTY UMIT: 2.5 mg = P tablets/30 days,
5mg = 6tablets/30 days

Zomig® ZMT (zolmitriptan ODT)

QTY LIMIT:2.5 mg = 12 tablets/30 days,

5 mg = 6 tablets/30 days
Zolmitriptan (compareo Zomig®) tablets

QTY LIMIT: 2.5 mg = 12 tablets/30 days,

5 mg = 6 ablets/30 days
ZolmitriptanODT (compare ¢ Zomig® ZMT)

QTY LIMIT:2.5 mg = 12 tablets/30 days,

Reyvow: Patient has a documented sideeffallergy, or treatmentifiare with 2
preferred triptans, unlessrdaaindicated AND patient has a domented &le
effect, allergy, or treatment failure with Nurtec ODT AND counseling has be
documented regarding the risks of driving impairment

Almotriptan, Amer ge, Eldriptan, Frova, Frovatriptan, Imitrex , Maxalt,
Maxalt MLT, Naratriptan, Zomig, Zomig ZMT, Zolmitriptan,
Zolmitriptan ODT: patient has had a documented side effect, allergy, or
treatment failure to SumatriptaRelpax, and Rizatriptan or Rizatript@DT.
If the request is for brand Bwa, Maxalt, Zomig, or Zomig ZMT, the patient
must also have a documented intolerance to the generic product.

Sumatriptan/naproxen, Treximet: patiert hashad a documented sid#ext,
allergy or treatment failure with @referred Tripans, AND patienis unable
to take the individual componergsparately.

Zomig Nasal Spray, Imitrex Nasal Spray, Onzetra XsajlTosymra: patient

has
had a documented side effect, allergy or tremiinfiailure with Sumatriptan
Nasal Spray

Imitrex, Zembrace patient has had@cumered intolerance to generic
sumatriptan injection.

To exceed quantity limits: patient is taking a medication for migre
prophylaxis.
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NASAL SPRAY

SUMATRIPTAN (compare to Imitre¥)
QTY LIMIT:5 mg nasal spray = 12 units/30 days
20 mg nasal spray = 6 units/ 30 days

NASAL POWDER
All products reqire PA

INJECTABLE
SUMATRIPTAN (compae to Imitrex?)
QTY LIMIT:4 and 6 rg injection = 8 injections
(4ml)/30 days

COMBINATION PRODUCT
ORAL

5 mg = 6 tablets/30 days

Imitrex® (sumatriptan)
QTY LIMIT:5 mg nasal spray £2 units/30 days,
20 mg nasaspray = 6 units/ 30 days
Tosymra® (sumaiptan)
QTY LIMIT: 6 units/30 days

Zomig® (zdmitriptan)
QTY LIMIT:2.5 and 5 mg nasal spray = 12 units/3(
days

Onzetra Xsafl (sumatriptan succinate)
QTY LIMIT:8 doses/30 days

Imitrex® (sumatriptan)
QTY LIMIT: 4 and 6 mg injection = 8 injectis
(4ml)/30 dagp

Zembrac& SymTouch(sumatiptan) 3mg/5ml
QTY LIMIT:4 injections/ 30 days

Sumatriptan/Naproxen (compare to Treximet®)
QTY LIMIT: 9 tablets/30 days

Trexime@ (sumatriptan/naproxen)
QTY LMIT: 9 tablet$30 days

ANTI-PSYCHOTIC ATYPICAL & COMBINADNS (CHILDREN < 18 YEARS OLD)

PreferredAfter Clinical Criteria Are Met
TABLETS/CAPSULES
ARIPIPRAZOLE (compare to Abilif@)
QTY LIMIT:5, 10, and 15 mg = 1.5 tabs/day
FDA maximum recommended dos&0 mg/day

OLANZAPINE (compare to Zypre@x)
QTY LMIT: 2.5, 5, 7.5, and 10 mg = 1.5 tabs/day
FDA maximum reommended dose = 20giay

RISPERIDONKcompare to Rispero@)
FDA maximum recommended dose = 16 mg/day

QUETIAPINE (compare to Seroqt@)

Abilify ® (aripiprazole)
QTY LIMIT:5, 10, and 15 mg = 1.5 tabs/day
FDA maximum recommended dose = 30/day
Asenapine (compare to Saphris®)
QTY LIMIT: 2 tabs/day
FDA maximum reommended dose =

20 mg/day

Clozapinglcompare to Clznaril®)
FDA maximun recomnended dose = 900 mg/day

Target symptoms or Diagnosis thatwvill be accepted for appoval: Target

Sympbms- Grandiosity/euphoria/mania; Obsessions/compulsions; Psycl
symptoms; Tics (motor or vocal). idynosis Autism with Aggression and/or
irritability; Disruptive Mood Dysrgulation Disorder; Bipolar Disorer;
Intellectual Disabiliy with Aggression iad/or Irritability; Major Depressive
Disorder with psychotic features; Obsessive Compulsive Disorder;
Schizophenia/Schizoaffective Disorder; Tourette's Syndrome.

Criteria for ap proval of ALL drugs: Medicationis beingrequested for amof
the target symjms ordiagnoses listed above AND the patient is started a
stabilized on the requested medicatiot@\ sarples are not considered
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FDA maximum recommended dose = 800 mg/de

ZIPRASIDONE(compare to Geod@)
FDA maximum recommeted dse = 160 rg/day

Preferred After Clinical Criteria Are Met
ORAL SOLUTIONS

RISPERIDONEcompare to Rispero@) oral solution
FDA maximum recommended dose = 16 mg/day

Clozail® (clozapine)
FDA maximum recommended dos®60 mg/day

Geodof® (ziprasidone)
FDA maximum recommended dose = 160 mg/day
InvegagFD (paiperidone)
QTY LIMIT:3 and 9 mg = 1 tabay, 6 mg = 2
tabs/day

FDA maximumrecommeded dose = 12 mg/day
Latudé (lurasidone)

QTY LIMIT: 1 tab/day

FDA maximum ecommended dose = &ty/day
Paliperidone (compare to Invega®)

QTY LIMIT:3 and 9 mg = 1 tdday, 6 mg = 2

tabs/day

FDA maximum reommended dose £2 mg/cy
Quetiapne ER (ompare to Seroquel® XR)

QTY LIMT: 150 and 200 mg = 1 tab/day,

50 mg = 2 tabslay

FDA maximum recommended dose = 800 mg/day
Risperde@ (risperidone)

FDA maximum recommended dose = 16 mg/day
Seroque@ (quetigine)

FDA maximum reconmended dose 800 mgday
SaphrigFD (asenapine)

QTYLIMIT: 2 tabs/day

FDA maximum recommended dos@0 mg/day

Seroquel x® (quetiapine XR)
QTY LIMIT:150 and 200 mg = 1 tab/day,
50 mg =2 tabs/day
FDA maximum recommended dos&60 mg/day
Zyprexa® (olanzapine)
QTY LIMIT: 2.5, 5, 7.5, and 10 mg = l&bs/day
FDA maximum recommended dose = 20 rag/d

Aripiprazole oral solution
FDA maximum recommended dose =
25 mg/day
Risperda® (risperidone) oral solution
FDA maximum recommendedode = 16 mg/day

Versaclo® (clozapine) Oral Suspemsi
QTY LIMIT:18ml/day
FDA maximum recommendetbse = 900 mgay

adequate justification fotabilization) QR patieit meets additional critier
outlined below. Noteall requests for g@nts <5 years will be reviewed by
the DVHA medical director.

Asenapine,Invega, Paliperidone,Saphris: patient ha hada documented side
effect, allergy or treatment faile with at least two peferred products (typéd
or atypical atipsychotics) onefawhichis risperidone.

Abilify, Clozaril, Geodon, Risperdal, Seroquel, Zyprexa: patient has a
documeted intolerance tthe generic equivalent.

Clozapine: patient has had daumented side eftg, allergy or treatmerfailure
with atleast three otheméipsyclotic medications (typical or atypical
antipsychotics), two of which must be preferred agents.

Latuda:

Indicationfor use is schizophrenigatienti s 01 3  eraldersAND f
patienthas had a documentedisiffect, allegy or treatment failre with at
least two preferred products (typical or atypical antipsychotics); the patie
would not berequired to have 2 preferred trials if pregnant.

Indication for use iBipolar 1 depressionp at i ent ifsgeGrolde®ADy |
patient has haddocumented side effect, allergy or treatment failure with at l¢
two preferred products (typical atypical antipsychotics) OR the prescriber fe
tha quetiapine or @nzapine/fluoxetine cobmation would not beppropriate
altematives for the pa#t because of prexisting conditions such as obesity or
diabetes; the patient would not be requiretave 2 preferred trials if pregnant.

Quetiapine XR, Seroquel XR: patient has not been ahie be adherent to a

twice daily dosingschedule of quetiape immediate release resulting in a
significant clinical impact.

Aripiprazole Oral Solution: patient has had a documented side effect, allerc
or treatmenfailure with risperidne oral solutiofOR prescriber feels tha
rispeidone waild not be an approjate alternative for the patient because ¢
pre-existing medical conditions such as obesitgiabetes.

Versacloz Oral Solution: patient has had a docemedside effect, allegy or
treatment &ilure with at least ttee otter antipgchotic medicationgtypical or
atypical antipsychotics). AND patient is unable to use clozapine orally
disintegratng tablets.

Aripiprazole ODT, Olanzapine ODT,Risperidone CDT, Zyprexa Zydis:
paient meets clinidecriteria for nororally disintegratirg oral dosage forms
of the same medication AND Medical necessity for a specialty dosage fo
has keen provided AND if the request is fdyprexa Zydis, the patig has a
documated intolerance to the geric equivalet

Clozapine ODT: Medical necessity foa specialty dosagerm has been
provided AND patient has had a documenteé effect, allergy or treatment
failure with at least three other antipsychoticdications (typcal or atypical
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ORALLY DISINTEGRATING TABLETS
All products requie PA

Aripiprazole ordly disintegrating tablets

QTY LIMIT: 10 and 15 mg 2

tabs/day

FDA maximum recommaded dose =

30 mg/day
Clozapire orally disintegrating tablets

FDA maximum recommended dos€80 mg/day
Olanzapine ally disintegrating tablet&ompare to

Zyprexa ZydigFD )

QTY LIMIT:5 and 10 mg = 1.5 ba/day

FDA maximum recommended dose = 2§/day
RisperidoneODT

FDA maximumrecommeded dose = 16 mg/day

Zyprexa Zydi@ (olanzapine orally disintegrating tablets

QTY LIMIT:5and 10 ng = 1.5 tabs/day
FDA maximum recommended dose = 2§/day

antipsychdics)

ANTI-PSYCHOTIC ATYPICAL & COBINATIONS (ADULTS> 18 YEARS OLD)

TABLETS/CAPSULES

ARIPIPRAZOLE (compare to Abilif)
QTY LIMIT:5, 10,and 15 mg = 1.5 tabskda
FDA maximum recommendeatbse = 30 mg/day

CLOZAPINE (compae to Clozar@)
FDA maximum recommendetbse = 900 mg/day

OLANZAPINE (compareo Zyprex®)
QTYLIMIT: 2.5, 5, 7.5, and 10 mg = 1.5 tabs/day
FDA maximum recommended dose20 mg/day

RISPERIDONE (compare to Rispero@t}

FDA maximum recommended dosd & mg/day
QUETIAPINE (compare to Seroml@)

FDA maximum ecommended dose = 80mg/day

ZIPRASIDONE (compare to Geod&)
FDA maximumrecommended dosel60 mg/day

Abilify ® (aripiprazole)

QTY LIMIT:5, 10, and 15 mg 1.5 tabs/day

FDA maximum recommended dose = 30 mg/day
Abilify® Mycite (aripiprazole tablets with sgor)

QTY LIMIT: 1 tab/day

FDA maximum reommended dose=30mg/day
Asenapine sublingal teblet (compare to Sapls®)

FDA maximum recommended dose =

20 mg/day

Clozari® (clozapine)
FDA maximum recommendease = 900 mg/day
Caplyta® (lumateperone)
QTY LIMIT:1 capsule/day
FDA maximum recommended dose
=42 mg/day
Fanapt (iloperidone)
QTY LIMIT: 2 tabkts/day
FDA maximum reommended cge = 24 mg/da

Geodor® (ziprasidone)
FDA maximum recommeled dose = 160 mg/day
InvegaﬂFD (paliperidone)

Criteria fo r approval of ALL non -preferred drugs: paient has been started
and stabilized on the requesteddiation (Note: samples are nminsidered
adequate justification fostabilizaton.) OR patient meets additional criteria
outlined below.

Caplyta:

Indication for use ischizghrenidschizoaffective disordemhe patienhas had a
documented die efeect, alergy ortreatmenfailure with at least three
preferred products (typical or atypical antipsychotics).

Indication for use is Bipolar Depressiotite patient has had a documented side
effect, allergy, or treatment failure with two preferred prod(igfscal or
atypical antipsychot®). If the prescriber feels that neither quetiapine or
olanzapine/fluoxetine combination would be appropriate alterndtivése
patient because of pexisting conditions such as obesity or diabetes, the pat
must fave a documented side effect, algror treatment failure with lurasidone

Fanapt: The indication for use is the treatmentsahizophrenia/schizoaffece
disorder oipolar disorder. ANDThe patient has had aconented side
effect, allergy or treatnent failure with at least three pegfed products
(typical or atypical antipshotics).

Asenapine,Invega, Paliperidone, Saphris: The indication for use is the
treatment of schizophrenia/scoaffective disordeor bipolar disoder AND
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ORAL SOLUTIONS

RISPERIDONEcompae to Risperd@) oral solution
FDA maximum recommended des16 mg/day

QTY LIMIT:3 and 9 mg = 1 tab/day, 6 mg = 2
tabs/day
FDA maximum recommended sl®= 12 mg

Latuda® (lurasdone)

QTY LIMIT:80 mg = 2tablets/day

All other stengths= 1tablet/day

FDA maximum recommendetbse = 160 mg/day
Nuplazidt (primavaserin)

QTY LIMIT: 2 tablets/day

FDA maximum recommended dose =r8g
Paliperidone (compa to Invega®)

QTY LIMIT: 3 and9 mg = 1 tab/day, 6 mg 2

tabs/dgt

FDA maximum recanmerded dose = 12 mg
Quetiapine ER (congre to SeroquélXR)

Rexult® (brexpiprazole)
FDA maximum recommended dose m8 (adjunct
of MDD) or 5mg (schizophrenia)
Rispeda@ (rispaidone
FDA maximum recommended dose = 16 mg/day
Saghris~ (asenapine) suingual tablet
FDA maximum recommendedose = 20 mg/day
SeroqueﬁD (quetiapine)
FDA maximum recommended dose = 800 mg/day

Seroquel X® (quetiapine XR)

QTY LIMIT: 150 and 200ng = 1tab/cay,

50 mg = 2 tabs/day

FDA maximum recomnmaded dee = 800 mg/day
Vraylar® (cariprazine)

QTY LIMIT: 1 capsule/day

FDA maximum recommended dose m§/day

Zyprex@ (olanzapine)

QTY LIMIT:2.5, 5, 7.5, and 10 mg = 1.5 tabs/day
FDA maximumrecommendeddose = 20 mg/day

Aripiprazole oral soltion
FDA maximum ecommended dose =
25 mg/day

Risperda@ (risperidone) oral solution

FDA maximum recommended dos 16 mg/day
Versacloz” (clozapine) Oral Suspension

QTY LIMIT: 18ml/cay

FDA maximumrecommended dose = 900 mg/day

The patiat has lad a documented side effect, allergytreatment failure
with at leastwo preferrel products (typical ortgpical antipsychots), one of
which is risperidone.

Note: Prior theapy withinjectable Invega Sustenna® is nonsidered to be
started ad stabilized for oral Invega. Patisrtransferring to oral therapy
from Invega Sustena® should transitiorotoral risperidoneunless patient
previously failed such te¢gment).

Abilif y, Clozaril, Geodon, Risperdal, and Zyprexa:patient has a doenented
intolerance to the generic equivalent

Abilify Mycite: The patient has not been abdebe adherent to aripiazole
tablets reslting in significant clinical impact (dagnentation of reasures
aimed at improving compliance is regad) AND there is a clincally
compelling reason why Abiliffvaintena or Aristada cannot be used. Initia
appoval will be granted fo3 months. For reneal, documentation supportin
use of thdracking softwae musthe provided and pharmacy claims viié
evaluated to ssess copliance with therapy.

Vraylar:

Indication for use is schizophrenia/schizoaffectiveodier:the patient hakad a
documented skl effect, allergy or treatment failuretivithreeprefered
products (typical or atypical antipsychics) OR

Indication for useis Bipolar | depressionthe patiebhhas had a documented sid
effect, allergy or gatment failure with twpreferred product@ypical or
atypical antipsychotics) OR¢ prescriberdels thaneither quetiapine or
olanzapine/fioxetine combin&n wouldbe appropriate alternatives for the
patient because of pexisting conditions suchs obesity or diabetes.

Latuda:

Indicationfor use is schizophrenia/schizoaffectilisorder or Bpolar |
depression:The patient is pregna@R

Indication foruse is shizophrenia/schizoaffective disordéhe patient has had &
documented side effedllergy or treatment faire with two prefered
products (typical or atypical antipdyotics) OR

Indication for use isBipolar | depressionthe patient has had @documengd side
effect, allergy or treatmeffidilure with two preferred products (typical or
atypical antipsychoticgDPR the prescriberekls that neither quetiapine or
olanzapie/fluoxetine canbinatian would be appropriate alternatives the
patient beause opre-existing conditions such as olitgr diabetes.

Lybalvi: The patient has a documented side effect, allergy, or treatmersg faithr
at least three antipsychotics, one of which must be aripiprazole or lurasidon
AND There has beert kast a fay gioid free interval from lagiseof short
acting opioids and at least a-ddyopioid free interval from last use of long
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SHORT-ACTI NG INJECTABLE PRODUCTS

GEODON® |M (ziprasidone intramusculanjection)
FDA maximun recommended dose = 4@/faay

LONG-ACTING INJECTABLE PRODUCTS
ABIL IFY MAINTENA® (aripiprazole
monohydrate)
QTY LIMIT: 1 vial/28 days
FDA maximumrecomnended dose =00
mg/month
ARISTADA® (aripiprazole lauroX
QTY LIMIT: 441, 662, and 882 mg £ yringe/28
days 1064 mg =1 syringe/60 days
ARISTADAI n i t(d%uipl%lzdle lauroxil)
INVEGA SUSTENNA™ (paliperidae palmitate)
FDA maxmum recommendedose =234 mg/
monh
PERSERIS® (risperidone)
QTY LIMIT: 1 gyringe/28 days
FDA maximum recommended sie =120
mg/month

RISPEFDAL® CONSTA (rispeidone microspheres)

FDA maxmum recommended dose = 50 mg/14
days

ZYPREXA RELPREVV® plarzapine pamoate)
QTY LIMIT:405 mg =1 vial/month,
210 and 300 mg = 2 vials/mtn
FDA maximum reommended dose = 600
mg/month

Preferred After Qinical Criteria Are Met
INVEGA HAFYERA™ (paliperidone palmitaje

FDA maximum recommended dose
= 1560 mg/6 months

INVEGA TRINZA® (paiperidone palmitate)

Olarzaphne intramuscular jection (compare to
Zyprexa® IM)
FDA maximum recommended dose = 30 mg/day
Zyprexa® IM (olanzapinentramuscular injection)
FDA maximum recommended dose = 30 mg/day

acting opioids

Nuplazid: The diagnosis or ind&tion is the treatment dallucinationéelusions
associated withbpsghosiki nsonds Dise

Rexulti:

Indication for use is schizophrenithe patient hasdd a documented side effec
allergy or treatment failure with at least three preferred pitsdtypical or
atypicalantipsychotics)oneof which must be aripiprazol@R

Indication for use isadjuncttreatment of Major Depressive Disord@DD): the
patient has had a documented inadequate response to at least 3 differen
antidepressants from twibfferent classes AND thpatient has ltha
documented side effect, allergy or treatrnfailure wih two preferred
atypical antipsychotiproduds being used aadjunctive therapyone of
which must be aripiprazole

Quetiapine ER, Seroquel XR:The patient has not been able to be adherent t
twice daily doshg schedule of quetiapine immate release resulting a
significart clinical impact

Aripiprazole Oral Solution: the patient has had a documented side effect,
allergy, or treatment failure with preferred risperidone oral solution.

Risperdal Oral Solution: The patient has a docunted intolerance to the
generic product risgridone.

Versacloz Oral Solution: The patient has a medical necessity for a-salid
oral dosage form and is unable to use clozapine orally disintegrating tabl

NON-PREFERRED SHORT-ACTING INJECTABLE PROD UCTS:
Medicalnecessit for a specialty dage form has beeprovided. AND The
patient has had a documented side effect, allergy, or treatment failure wi
Geodon IM. In addition, for approval of Zyprexa® Il patient must have
had a documented intobnce to generic olangee IM.

Invega Hafyera: The patient is started and stabilized on the medication OR The
patient has been adequately treated with Invega Sustenna (paliperidone pa
1-month for at keast four months or Invega Trinza (paliperidqalmitate 3
month) following at least onerdonth injection cycle

Invega Trinza: The patients started and stabilized on the medication OR
tolerability has been established with Invega Sustenna for aélleasiths.
Note: This is processed viaitomated (electronic) step therapy.

ORALL Y DISINTEGRATING TABLET S: Medical necessitjor a specialty
dosage form has been provideND If the request iZyprexa Zydis, the
patient has a documented intolerance tagreeric equivalet.

COMBINATION PRODU CTS: The patient has had a documentete sffet,
allergy, or treatment failure with two preferrgmoducts OR The prescriber
provides a clinically valid reason for the use of the requested medication.
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FDA maximum recommeradl dose = 816ng/3 Secuado:Theindication for us is the treatment aichizgphrenia/schizoaffective
months disorder AND The paient hashad adocumented side effect, allergy or
treatment failure with at least three preferred products (typical or atypical

ORALLY DISINTEGRATING TABLETS antipsychotics) and Saphris OR Theigation for use ishe treatment of

All products require PA

Aripiprazole ODT schizophrenia/schizoaffective disorder AND éfpatienis unabé totake oral
QTY LIMIT: 10 and 15 mg = 2 medications AND the patielias had a documented side effect, allergy or
tabs/day treatment failure with a preferred loiagting injectable.

FDA maximum recommendatbse =
30 mg/day

Clozapine orally disintegrating tablets

FDA maximum recommended dose = 900 mg/day
Olanzapine ordy disintegrating tablet&compare to

Zyprexa Zydi@)

QTY LIMIT:5 and D ng = 1.5 tab&lay

FDA maximum recommended dose = 20 mg/day
RisperidoneODT

FDA maximum recommended dose = 16 mg/day
Zyprexa Zydis~ (olanzapine orally disintegrating tablet

QTY LIMIT:5 and 10mg = 1.5 tagday

FDA maximum recommended dose = 2(/day

COMBINATION PR ODUCTS Lybalvi® (olanzapine/samidorphan)

All products rejuire PA QTY LIMIT: 1 tablet/day
FDA maximum recommended dose

=20mg/10mg (per day

Olanzapine/fluaetine
FDA maximum recommendetbse= 18 mg/75 mg
(per day)

TRANSDERMAL P RODUCTS

All products equire PA Secuado (asenapine) transdermal patch
QTY LIMIT: 1 patch/day
FDA maximum recommended dose

=7.6 mg/dg
ANTI-PSYCGOTIC: TYPICALS
ORAL . Chlorpromazine: patiert has a thgnosisof aaute intermittent porphyria or
HALOPERIDOL Chlorpromazine intractable hiccups OR patient has had a documented side effect, allergy

Fluphenazine
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LOXAPINE Molindone treatment failure with at least three prefdrproducts (may biypical or
PERPHENAZINE Thioridazine atypica] mti_pwchotics).

'IilRl\flg_zUIgEERAZINE Thiothixene Fluphenazine Oral Solutbn: patient has aequirement for an oral liquid dosage
form (i.e. swallowing disorder, inability to take oral medications)

LONG ACTI NG INJECTABLE PRODUCTS ) Fluphenazine tablets:patient is transitioning tde decanoate forntation or

FLUPHENAZINE DECANOATE Haldol" decanoate (halopentide@noate) requires suplemeral oral dosing in addition to demaate ORpatient fas ha

HALOPERIDOL DECANOATE(compare to HaldSt a documented side effect, allergyteeatment failure with at least three
decanoate) preferred products (may be typical or atypical-@stychotics).

All other oral medications: patient has had a dotientedside effect, allergy or
treatmenfailure with at least hree preferred products (may be tygior
atypical antipsychotics). If a product has an AB rated generic, one trial m
be the generic.

Long Acting I njectable Products for approval oHaldol decanoate, the patien
has a documeatl intoleance tathe generic product.

ANTIRETROVIRAL THERAPY HUMAN IMMUNODEFICIENCY VIRU& V)
SINGLE PRODUCT REGIMENS

Tablets (STRs) Stribild® (elvitegravir/cobicistat/ Cabenuva: Thepatienthas been started and stabilizedthe requestededication
BIKTARVY® (bictegravir/emtricabie/tenofovir AF) emtricitabire/tendovir) (Note: sarples are not considered adequate jastibn for siabilization.) OR
COMPLERA® (emtrigtabingrelpivirine/tenofovir) Symtuza® (darunair/cobicistat/emtreitabine/tenofovir patient is virolgically suppessd (HIV-1 RNA < 50 copies pr mL)ona gable
DELSTRIGO® (doravirine/lamivudine/tenofovir) AF) oral antiretroviral regimerwith no Hstory of treatment failurdND medical
DOVATO® (dolutegravir/lamivuding reasonindbeyond conveniencer@nhanced compliance over preferrednigje
EFAVIRENZ/EMTRICITABINE/TENOFOVIR provided Note: oral leadin with Vocalyia® (cabotegraviy and Eduran®
GENVOYA® (elvitegravir/cobicistat/ (rilpivirine) areprovided at no chegeand sent drectly tothe pescriber or pagint
emtricitabine/tenofovir AF) by a specidy distributor ard shouldbe dispense®NLY for those with prior
JULUCA® (dolutegravir/ilpivirine) approval forCabenwa.
ODEFSEY® (emtricithine/rdpivirine/ Stribild:
tenofovirAF) 1  The patienhas been started and stabilizedlo& requested medicatior
SYMFI| E ( ddmaudineftenafaxir) (Note: amples are ot considered adequate justifton for
S Y MF | @ (efavirenz/lamivudine/tenofovir) stabilization.) OR
TRIUMEQ® (abacavir/lamivudine/dolutegravir) 1  Gemtype testing supgting resistance tother regimens OR
1 Intolerance or condindication to prefeed combinatin of drugs AND
Long-Acting Inj ectables Cabenuv@ (cabotegravirilpivirine) Kit 1  Medical reasoningpeyond convenience or enhanced chamgze over
All products require PA preferred agents AND
1  CrCl > 70ni/min to initiate therapy OR CHC 50mL/min to catinue
therapy

Symtuza: The patient has been started andittaed on the request
medicatia. (Note: samples are not consigigladequate justification for
stablization.) OR Medical reasoning beyond cogvience or enhanced
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COMBINATION PRODUCTS - NRTIs

ABACAV IR/LAMIVUDINE (compare to Epzicon®)  Combivir® (lamivudine/zidovudine)

ABACAVIR/LAMIVUDINE/ZIDOVUDINE Epzican® (abacavir/lamiudine)
(compare to Trizivir®)

LAMIVUDINE/ ZIDOVUDINE (compare to
Combivir®)

COMBINATION PRODUCTS i NUCLEOSIDE & NUCLE OTIDE ANALOG RTIs
Cl MDUOE (| aemfourudi ne/ t Truvada®(emtricitabine/tenofovir)
DESCOVY® (entricitabinetenofovir AF)
EMTRICITABINE/TENOFOVIR (compare to
Truvada®)

COMBIN ATION PRODUCTS i PROTEASE INHIBITORS
KALETRA® (lopinavir/ritonavir) Lopinavir/ritonavir (compare to Klatra®)

IMM UNOLOGIC THERAPIES
Preferred After Clinical Criteria AreMet
TROGARZOE rpabtiyk)l i z u
QTY LMIT: 10 vials (2000 mg) x 1 dose then 4
vials (800 mg) every 14laysthereafter

Trizivir® (abacavir/lamivudine/zidovudine)

compliance wer preferred agdn (Prezcobix & Desavy)

Combivir, Epzicom: patient mst have a doumented intolerance to the geweri
equivalent

Trizivir. The patienhas been stied and stabilized on the rezgted medication.
(Note: samplesre not consideadequate justifi¢geon for stabilization.) OR
The prescribr mug provide a cliically compdling reason for the use of the
requested medication including reasomhy any othe preferred products
would rot be suitable alternatives

Truvada: patientmusthave a documented intolerance to the generic equivalent

Lopinavir/ritonavir: patient nust have a documented intolerance to brand
Kaletra

Rukobia, Trogarzo: The patient must meet ALtf the followingcriteria:
1 018 years of age
1  Prescription is written by or in consula with an infectious dissa
specialist
T Viral Load is O 1,000 copies/r
1 Patiert has been compliaibut has had an inadequate response to at
least 6 monthsfdreatmen with antiretroviral therapy (ART),
including recent failee within the last 8 weeks
9 Patient has mui-drug resistant HIV1 infection including documented
resistanceo at least one medication from each of the following clas:
o0 Protease Inhilbor (PI)
0 Nucleoside Reverse Transcriptase Inhibitor (NRTI)
o Non-nucleosde Reverse Transcriptasehlhitor (NNRTI)
1  Medication will be used in combination with ART that includekeast
one drug to which the individt
1 Initial approvawill be granted for 6 months. For continuation of
therapy, there mtibe a decrease in viral lbdrom baselie AND the
patient must continue to m®mpliantwith the optimizedackground
regiment of ART.
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GP120 DIRECTED ATTACHMENT INHIBITOR
PreferredAfter Clinical Criteria Are Met
RUKOBIA® (fostemsavir)

QTY LIMIT= 2tablets per day

INTEGR ASE STRAND TRANSFER INHIBITORS
ISENTRESS® (raltegravir potassium)
ISENTRESS HOraltegravir potassium)
TIVICAY® (dolutegravir sodium)
TIVICAY® PD (dolutegravir sodium)
NUCLEOSIDE REVERSE TRANSCRIPTASE INHIBITORS (NRTI)
ABACAVIR SULFATE (compare to iAgen®) Epivir® (lamivudine)
EMTRIVA® (emtricitabine) Retrovi® (zidovudine)
LAMIVUDINE (compare to Epivir®) Stavudine
TENOFOVIR DISOROXIL FUMARATE (compare = Viread® (tenofovirdisoproxil fumarate) 300mg tablet
to Viread®)300mg Ziager® (abacavir sulfatefpblet
VIREAD® (tenofovir disoproxil fumark) 150mg,
200mg, 250mg tablet, 40mg/gm powder
ZIAGEN® (abacavir sulfie)
ZIDOVUDINE (compare to Btrovir®)

NON-NUCLEOSIDE REVERSE TRANSCRIPTASE INHIBITORS ( NNRTI)
EDURANT® (rilpivirine) Etravirine (compare to Intelence®)
EFAVIRENZ (compare to Sustiva®) Nevirapine(compare to Viramune®)
INTELENCE® (gtravrine) Nevirapine ER (compare ¥Viramune® ER)
PIFELTRO (doravirine) Sustiva® (efavirenz)

Viramune® ER (nevirape ER)

PHARMACOENHANCER -CYTOCHROME P450 INHI BITOR
All products require PA Tybos® (cobicistd)

PRE-EXPOSURE PROPHYLAXIS (PrEP) AGENTS

Epivir, Retrovir, Viread 300mg,Ziagen: patient must have a documented
intolerance to the generaguivalent

Stavudine The patient has been started and stabilizethemequested
medication. (Note: samples are not considered adequate justification for
stablization.) OR The prescriber must provide a clinically compelling ozas
for the use of the requested medication including reasons why any of the
preferred produstwould not be suitable alternatives.

Etravirine: patient mushave a documented intolerance tarulIntelence.

Sustiva: patient mst have a docuented intolerance to the generic equivalent
Nevirapine, Nevirapine ER, Viramune ER: The patient has been started and
stabilized on theaguested mdicaton. (Note: samples are not considered

adequate justitation for stabilization.) OR' heprescriber musprovide a
clinically compelling reason for the use of the reqe@snedication including
reasons why any of the preferred products @awit be gitablealternatives.

Tybost: The patient has been started and stabilized on tlheseegg medication.
(Note: samples are not considered adequate jusidficor gabilization.)
OR a clinicaly valid reason beyond complie@ orconvenience is given for
notusing a prefeed combination drug or a ritonavibased regimen with
similar canponents
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Apretude® (cabotegravir exteedirelease) Truvada® Emtricitabine/Tenofovir DFR00mg/300 mg  Truvada: The patient has a documentatblerance to the generic equivalent.
600mg/3nL IM injection tablet

Descovy® (emtricitabine/tenofovir AF) 200mg/25mg

tablet
Emtricitabine/Tenofovir DF (compare to Truvada®)

200mg/300mg tablet
PROTEASE INHIBITORS (PEPTICIC)
ATAZANAVIR (compare to Reyaiz®) Fosemprenavifcompare to Lexia®) Fosemprenavir, Invirase, Lexiva, Viracept: The mtient has been stadtand
EVOTAZ® (ataanavir/cobicistat) Inviras® (saquinavir mesylate) stabilized on the request medication. (Note: samples are not considered
NORVIR® (ritonavir) Lexiva® (fosemprenavir) adequate justification for stabilizan.) ORThe prescriber mugtrovide a
RITONAVIR (compareto Norvir®) Reyata® (atazanavir) clinically compelling reason for the use of tlegjuested medation ircluding

Viracep® (nelfinavir) reasons why any of #preferred products would nbe sitable alternatives.

Reyataz:patient must ave a documented intolerance to ¢le@eric equivalent

PROTEASE INHIBITORS (NON -PEPTIDIC)

PREZCOBIX® (daunavir/cobicistat) Aptivus® (tipranavir) Aptivus: The patient hetbe@ started and stabilized on the requestedicagion.

PREZISTA®(darwnavir ethandate) (Note: samples are not cadered adequatetificationfor stabilization.) OR
The prescriber nat provide a clinically compéhg reasa for the use of the
requested medication including reaserts/ any of the preferred products
would not be sitable alternatives.

ENTRY INHIBIT ORS-CCR5 CO-RECEPTOR ANTAGONISTS

All products require PA Selzentry® (maraviroc) Selzentry: The patent fas ben stated and stabilized on the requested
medication. (Notesanples are not considered adequate justifcator
stabilization.) ORThe presdber must provida clinically compelling reason
for the use of the requested medication idiclg reasonsvhy any ofthe
preferred products would not be suitable altéveat

ENTRY INHIBITORS -FUSION INHIBITORS

All products require PA Fuzeo® (enfuvirtide) Fuzeon:The mtient has ben started and stabilized on the requested medical
(Note: sampleare rot cansideed adequate justification for stabilization.) O
The pesciber must provide a clinically compellingason for the use of the
requested ndication includingreasons whyny of the preferred products
would not be suitable alternatives.

BIL E SALTS AND BILI ARY AGENTS

URSODIOL capsule Actigall® (ursodiol) Bylvay: The paténtis experiencig moderae to seves pruritis associated witn
Bylvay™ (odevixibat) diagnosis oprogresive familial intrahepatic cholesis(PFIC) confirmedby
gﬂg%‘;‘ﬁ ((((::r?gl?cdgi) d) molecular gengc testingAND the patient does nbavea ABCB11 variant

resultirg in nonfunctional orcomplete bserte of thebile saltexport pump
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Livmarli® (maralixibet) protein(BSER3) AND the patént des nad have istory of liver transplant or

Ocaliva® (obeticholic acid) clinical evidence of decompeated cirrhosis ANbaséine liver function tests

Ursd® (Urosiol) and fatsoluble viamin(A, D, E,andK) levelshave beenanpleted and wilbe

Ursodiol tablets . monitored periodicail during teatmenAND patiert has had an adeqate

Ursd® Forte(ursodiol) T . .
responseiocontraindication to cholestyramine ardadliol. For reapproval
there must be doenented chical improvement (e.g. reduced serbite acidor
decreaed pruritis).

Chenodal: The indication for use is with radiolucent stoivesvell-opecifying
gdlbladders, in whom selective surgery would beentaken except for the
presence of increagesurgical risk due to systemic disease or age AND the
patient doe not have anyf the folowing contraindications to therapy:
women who ar@reghantor may becone pregnant, known hepatocyte
dysfunction or bileductal abnormalities such as intrahepatiolebtasis,
primary biliary cirrhosis or sclerosing daagitis.

Cholbam: The indcation foruse is the treatment of bile acid synthesis disd
due b single enyme defects OR for the adjunctive treatment abgpisomal
disorders, including Zellweger sgeum disorders, AND the patient exhibits
manifestatios of liverdisease, steatdea, orcomplications from decreased
fat-solublevitamin atsorgtion AND the presriberis ahepatologist or
gastroenterologistlnitial approval will be granted for 3 morgth For re
approval after 3 months, there must be doented clincal benefit.

Livmarli: The patient is eperiencing moderate to severe pruritis associated witt
diagnosis of Alagille Syndrome (ALG@N\D baselire liver function tests and
fat-soluble vitamin (A, D, E, and K) levels have been completed and will be
monitorel periodically during treatment AND pet has had an inadequate
response or contraindication to cholestyramine and ursodiol. &ppreval,
there must be documented clinical improvement (e.g. reduced serum bile a
decreased pruritis).

Ocaliva: Theindication for use is the treatment of primaryidiy cholargitis
(PBC)AND the patient has had an inadequate response or is unable to t
ursodiol.

Urso, Ursodiol tablets, Urso Forte, Actigall: The patient mustave a
docurrented treatmerimiting side effect to generic ursodichpsules

BONE RESORPTONINHIBITORS

ORAL BISPHOSPHONATES Actonel, Atelvia, Boniva (oral), Ibandron ate (oral), Risedronatepatient has
TABLE TS/CAPSULES had a documentedde effect, allergypr reatmet failure (at leasa six
ALENDRONATE (compare to Fosam®3y tablets Actong® (risedronze) monthtrial) to generic alendronate tablets ANDhe request is for brad, the
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INJECTABLE BISPHOSPHONATES
ZOLEDRONIC ACID Injection (compee to

Reclast® 5 mg/100nL
QTY LIMIT: 5 mg (one dose)/year

ZOLEDRONICACID Injection 4mg/5mL
concentrate and 4 mg/100mL IV solution

ESTROGEN AGONIST/ANTAGONIS T
RALOXIFENE (compae to Evista ) Tablet
QTY LIMIT: 1 tablet/day

INJECT ABLE RANKL | NHIBITOR
All products reguire PA

INJECTABLE SCLEROSTIN INH IBITOR
All products reuire PA

Alendronate oral solution
Atelvia (risedronat) Delaye Release Tablet
QTY LIMIT4 tablets/28 days

Boniva® (ibandrorate)
QTY LIMIT:150 ng = 1 tablet/28 days

Fosama@ (alendronate)
Fosamax Plus B (alendronatvitamin D)

Ibandronatgcompare tcBoniva®)
QTY LIMIT:150 mg = 1 tablet/28 days

Risedronatg(compare to ActoneP)

Bonivd® Injection (ibandroate)
QTY LIMIT:3 mg/3 months (far doses)/ear

Ibardronate Injectiorfcompare to Boniv@)
QTY LIMIT:3 mg/3 monthgfour doses)/yar

RectalsfFD Injection (zoledronic acid)
QTY LIMIT:5 mg pne dosédyear

Evistd® (raloxifene) Tablet
QTY LIMIT:1 tablé/day

Prolig® Injection (cenosumab)

QTY LIMIT: 60 mg/6 months (two doses)/year

Xgeva® (denosumab)
QTY LIMIT 120 mg/28 days

Evenity® (romosozumataqgqg)injection
QTY LIMIT: 210 mg (2syringesjmonth
(Lifetime max duration = 12 months)

Calcitonn Nasal Spray (compare to Midc'im®)

Miacalcir® (calcitonin) Injection

paient has also had a documented intolerance to igezguivdent.

Alendronate Oral Solution: prescribeiprovides documentatn ofmedical
necesRy for the speciajt dosage form (i.e. inability to swallow tablets,
dysphagia).

Evista, Fosamax Reclast paient has a documented intolerance to the generic

formulation

Calcitonin Nasal: patient is started andadtilized on the requested niegtion.
Note: Calcitonin NadeSpray (brandind generic) no longer recommended 1
osteoporosis

Miacalcin Inj ection: patient has a diagnosis/indication of Paget's Disease

FosamaxPlus D: there is a clinical reason why thetigat is unable to take
geneit alendranate tablets and dtmin D separaty.

Forteo, Teriparatide: patient has diagnosishdication of ppstmenopasal
osteoporosis in females, primarylyipogonadabsteoponssin males or
glucocorticoidinduced osteoporosis AND patient has had a documeided
effect, allery, or treatment féure** to an oral bisphosphonate ND
presciber has verifiedhat the ptient has been counseled about osteosarc
risk AND for approval for Forteo the patient has hadlacumented
intolerance to generic Teriparagid

Tymlos: patient las a diagnosis/indication of postmenopausal ostedgaros
females AND patient las had adcumented side effectllergy, or treatment
failure ** to an oral bisphosphonate artdriparatideAND prescriber has
verified that the patientas beercounseled aiut osteosarcoma risk.

Boniva Injection, Ibandronate Injection: paient has a dignosis/indcation of
postmenopausal ostgorcsis AND patientas had aocumented sie effect
or treatment failure** to a preferred bisphosphonate.

Prolia Injection: patienthas a diagnosis/indication of postmenopausal
osteopoosis AND paient has had documentd side effect, allergy, or
treatment failure* to a preferredbisphosphonat®©R medication is being
used for andter FDAapproved indication

Xgevalnjection: diagnoss or indication ishone metastes from solid tumors
(e.g. prostee, breast, thyid, norsmall lung cancernultiple myeloma,
hypercalcemiaf malignancy, or giant cell tumor of bone.

Evenity Injection: diagnosis or indicatiorsiposmenopausal osteofmsis AND
patient ks no historyof stroke or MI withih the previas year ANDpaient has
had a documented side effect or treatment failute’s preéredbisphosphonate
andTeriparatide

** Treatment failure is defined as documentedtinued bone loser fracture
after one omore years despite treatmemith an oralbisphosphonate
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CALCITONIN NASAL SPRAY
All products require PA

CALCITONIN INJECTION
All products requir®A

PARATHYROID HORMONE INJECTION

All products reque PA

All products require PA

Forteo™ (teriparatide)

QTY LIMIT: 1 pen (2.4ml/30 dgs)
(Lifetime max duration fareatment = 2 years)

Teriparaide (conpaeto Forteo®)

QTY LIMIT: 1 pen/30 days (Lifetim
Max duration of treatmer= 2 years)

Tymlos (abaloparatie) injection

QTY LIMIT:1 pen (1.56mIB0 days
(Lif etime max durén of treatment = 2 years)

BOTULINUM TOXINS

Botox® (onabtulinumtaxinA)

Dysport® (abobotulinumtoxinA)
Myobloc® (rimabotulinumtoxinB)

Xeomin® (incoboulinumtoxinA)

Criteria for approval of ALL dr ugs:

The medication is beingrescribedor an FDA appoved indiation AND the
patient 6s age i giverrifidaiomAN\p thepaterd mdeteah
following additional criteria (if applicable). il goproval will ke granted for 3
months urgss otherwise noted. Forapproval, tle patient mudtave
docunented improvement in symptoms.

Additional criteriafor Sevee Axllary Hyperhidrosis (Botox onlythe patient failed
an adequate trial of togzictherapy.

Additioral criteria for Overactivebladder or detrusor overaigity (Botoxonly): the
paient failed an adequate trial of at least TWO urinary ansispadics éither
short or long-acting formulations)

Additional criteria for Chronic migraineBotoxonly): thepa i ent has
dys per month, of whi c lastZmoBis D the
member has failed or has a comtdication to aradequate ial of at least TWO
medications for migraine prophylaxis from at leagi tlifferentclassegtricyclic
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ALPHA BLOCKERS
ALFUZOSIN ER

QTY LIMITA tablet/day
DOXAZOSIN (compare to Cardu@.j
TAMSULOSIN (compare to Floma@)

QTY LIMIT:2 capsules/day
TERAZOSIN

ANDROGEN HORMONE INHI BIT ORS
DUTASTERIDE (compee to Avodart®)
QTY LIMIT: 1 capsule/day

FINASTERIDE (compare to Preca@)
QTY LIMIT tablet/day

COMBINATION PRODU CT
All products require PA

BPH AGENTS

Cardur® (%Sxazosin)
Cardura XL~ (doxazosn)
QTY LIMITA tablet/day

Flomax® (tamsulosin
QTY LIMIT:2 capsules/day

Rapafo® (silodosin)
QTY LIMITZ tablet/dg
Silodosin (compre to Rapflo®)
QTY LIMIT: 1 tablet/day

Avodar@ (dutasteride)
QTY LIMITA capsule/day

ProscaP (finasteride)
QTY LIMIT2 tablet/day

Dutasteide/tamsulosin (copare to alyr®)
QTY LIMIT:1 capsule/day

Jalyn~ (dutasteride/tamsulog
QTY LIMIT21 capsule/day

antidepressants S N R | -lflogkers, bemticanvulsants)nitial approval wil
be granted for 6 monthBor reapproval after 6 month#)e patientnust have
documentation of a decrease in the number of headache daysryleror
decaeased se of acutenigraine mediations such as triptans.

Additional criteria for chront sialorrhea (Myobloc and Xeominthe patient has a
documented sidéffect, allegy, treatment failure, or contraindication to at leas
two anticholinergt agents (g. scoptamine, glycopyrrolate).

LIMITATIONS: Coverage of botulinum toxins will not be@pved for
cosmetic use (e.g., glabellamés, vertical glabellar eeow furrows, facial
rhytides, horizontal neck rhytides, etc.). (BOTOX Cosmetic
(onatotulinumtoxnA) is not covered)

Cardura, Cardura XL: The patient has had a documented side gffdergy or
treatment failure wth two alpha blockers, one of whiclust ke generic
doxazosin.

Flomax: The patient has had a documented side effect, al@rggatment
failure with two preferred pha blo&ers, one of which must be generic
tamsulosin.

Rapafio, Silodosin The patient hehad a documented side effect, ajieor
treatment fdure withtwo preferred alpha blockers

Avodart, Proscar: The patient hs a documented intolerance to the generi
equivaknt.

Dutasteride/tamsulosn, Jalyn: The patienthas a diagnosis of BPH (benign
prostatic hypertrophy) AND thpatient has a documenteeatment
failure/inadguate response to combination therapy with gertamsulosin
and finasteride ANDs unalte to take tamsulosin and dsteide as the
individual ®parate agents AND for approvalJaflyn the patient mustdve a
documented intolerande generic dutaster@tamsulosin.

LIMITATIONS: Coverage of androgérormoneinhibitors will not be aproved
for cosmetic use in men or wem (male-pattern laldness/apecia or
hirsutism). (This includes Propecia (finasteride)gand its generic
equivalet whose only FDA approveiddication is for treatment of male
pattern ha loss) Current clinical guidetiesrecommend the use of Cialis
(taddafil) only in menwith con@mitant erectile dysfunction or pulmonary
hypertension. Mddaid programs do not ceive Federal funding fadrugs
used in the treatment of erectile dystftioe so Cialis will not be approwe for
use in BPH.
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BULK POWDERS

https:/Bvha.vermont.gov/sites/dvhalfiles/documentsifters/Pharmacy/Covered%20Compotnd%20Produc
ts_09.25.20.pdf

CARDIAC GLYCOSIDES

DIGOXIN
DIGOXIN Oral Solution

#53()."' 83 $)3% 3%

All products require PA Isturisa® (osibdrostat) tablets Korlym: PatientisD1 8 year s oént haadagnéshhenddgerois
Korlym® tablets (mifepristone) Cushingés syndr ome dwiNtpe Pdiabetesalitus oi s
QTY LIMT: 4 tablets/day glucose intolerance AND Patient has hyperglycemia secondary to
Signifor® (pasireotide) Ampules hypercortisolism AND Patient has failed or is not a cdate for surgery AND
QTY LIMIT: all strengths =2 ml (2 Patent has a documeed side effect, allergy, treatment failure or contrairtidica
amps)/day to at least 2 adrefytic medications€.g.ketoconazole, etomidate) AND Patien
Maximum day supply 30 days does not have any of the following contraindications to Korlym: rwregy

(pregnancy must bexeluded beforette initiation of therapy or if treatment is
interrupted for-14days in females oeproductive potential. Nonhormonal
contraceptives should be used during and one month after stopping treatme
all women of reppductive potential) OR FBiant requires @ncomitant treatment
with systemic corticosteroider seriaus medical conditionsfihesses
(immunosuppression for organ transplant) OR Patient has a history of
unexplained vaginal bleeding QRatient has endomedrhyperplasia with atypia
or endometriatarcinoma OR Patient is concomitantly taking simvastatin,
lovasttin, or a CYP3A sudirate with a narrow therapeutic index (e.g.,
cyclosporine, dihydroergotamine, ergotamine, fentanyl, pimozide, quinidine.
sirolimus, or tacrolimus).

Isturisa, Signifor:Pat ent has a diagnosis of (
Pdient is 18 years of ager older AND Pituitary surgery is not an option or ha:
not been curative Note: Rpproval requires confirmation that the patiess
experienced an objeet response ttherapy (i.e., clinically meaningful reductic
in 24-hour umary free cortisol levis and/or improvement in signs or symptom
of the disease).
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GASTROINTESTINAL AGENT8OWEL PREP AGNTS,CONSTIPATION/DIARRHEA, IRITABLE BOWEL SYNDRMIE-
CONSTRIPATION (IBSC), IRRITABLE BOWEL SYNDROMEIARRHEA (IBSD), SHORT BOWEL $NDROME, OPIOID INDUCED

CONSTIPATION

Constipation: Chronic, IBS_C, or Opioid-Induced: Length of approval for non-preferred agents: Initial PA of 3 months and & 12 months thereafter

BULK -PRODUCING LAXATIVES
PSYLLIUM

OSMOTIC LAXATIVES

LACTULOSE

POLYETHYLENE GLYCOL 3350 (PEG)
STIMULANT LAXATIVE

BISACODYL

SENNA

STOOL SOFTENER

DOCUSATE

MISCELLANEOUS
DICYCLOMINE

GUANYLATE CYCLASE -C AGONIST
LINZESS®(linaclotide) 145mcg and290mcg
QTY LIMT: 1 capsule/day

CIC-2 CHLORIDE CHANNEL ACTIVATORS

AMITI ZA® (lubiprostone)
QTYLIMIT: 2 capsules/day

OPIOID ANTAGONISTS

MOVANTIK © (naloxegol)
QTY LIMIT: 1 tablet/day

5-HT4 RECEPTOR ANTAGONISTS
All products require PA

Linzes® (linaclotide) 72mcg
QTY LIMIT:1 capsule/day
Trulance (plecaatide)
QTY LIMIT:1 tabkt/day

Relistof® (methylnaltrexone) tablets
QTY LIMIT: 3 tablets/day

Relistof® (methylnatrexone) injection

Symproi® (naldenedine)
QTY LIMIT:1 table/day

Motegrity® (prucalopride)
QTY LIMIT:1 tablet/day

Linzess 72mcg: Thepatient is 18 yearsf age or older. AND The patient has a

diagnosis of chronic idiopathic constipation (CIC) AND the patient is unal
to tolerate tke 145mcg dose

Relistor Tablets, Symproic The patient is current using an opiate for at least ¢

weels AND has documented apd-induced constipation ANDhe patient has
had a documented side effect, allergy or treatment failure to a 1 week triz
at least 2 preferred laxtives,one of which mat be from the Osmotic Laxativ
categoryAND has had a docuentel side effect, allgy, or treatment failure to
Amitiza and Movantik.

Relistor Injection: The patient must have documented opioiduced

constipatiom and be receivingglliative care AND thegpatient must have had
documented treatment failure to a &ektrial of 2 preferredaxatives from 2
different laxative classes used in combination.

Motegrity, Trulance: The patient is 18 years of age or older.[ANhe patient

has hd a dagnosis of chran idiopathic constipation (CIC)AND The patier
has had aaturented treatment faite to lifestyle and dietary modification
(increased fiber and fluid intake and increased physical activity) AND The
patient has & a documented siddfed, allergy or teatment failure to a 1
week trial of at least 2 preferredk&ives, one of which mat be from the
Osmotic Laxative category AND the patient has had a documented side !
allergy or treatment failure to Amitizznd Linzess.
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Short Bowel Syndrome (SBS) Length of approval: 6 Mongh

Gattex® (teduglutide Vials
Maximum day suply = 30 days

Antidiar rheal: HIV/AIDs : Lengthof approvalinitial approval 3 months, subsequent 1lryea

DIPHENOXYLATE/ATROPINE Mytesi® (crofelemer) 125 mg DR ablets
LOPERAMIDE QTY LIMIT: 2 tabets/day

Antidiarrheal: IBS -D: Length of approvallnitial approval 3 mont) subsequent 1 year

All products reque PA Alosetron (compare to Lotron&x
LotronexX® (alosetroi
Viberz® (eluxadoline)
Xermeld (telotristat ethyl)
QTY LIMIT: 3 tablets/day

Gattex: Patient has a diagnosis of short bowel syndrome AND Patient is
receiving specialized nutritional suppadministered intraveously(i.e.
parenterhnutrition) AND Patient is 18 years of age or older ANDi&ait
does not have an tiwe gastrointestinal malignancy (gastrointestinal tract,
hepatobiliary, pancreatic), colorectal cancer, or small bowel canate: N
Re-approval regiresevidence of deeased parenteral nutrition support fror
baseline.

Mytesi: Patient has HIV/AIDS and is reeéig antiretroviral theapy AND
Patient is at least 18 years of age AND Patient requires symptomatic reli
noninfectious diarrhea AND Infectious dihea (e.g. cryptospiliosis, c.
difficile, etc.) has been ruled out AND Patient has tried and fafl&gst one
anti-diarrheal medication (i.e. loperamide or atropine/diphenoxylate)

Lotronex/alosetron: The patient is a woman and has a diagnosisvefsealiarrhea
predoninantirritable bowelsyndrome (IBS) with symptoms lasting 6 months «
longer ANDhashad anatomic or bibemical abnormalities of the Gl tract
excluded AND has not responded adequately to conventional therapies
loperamide, cholestyramé , an d Tppina ef gendfioatgetran, the
patient must have documented intolerance todoratronex.

Viberzi: Thepatient has a diagnosis of IEBAND does not have any of the
following contraindications to therapy A) known or suspected bitact
obstructionor sphincter of Oddi @sease or dysfunction B) alcoholism, alcohol
abuse, alcohaddction, or drink morghan 3 alcoholic beverages/day C) a
history of pancreatitis; structural diseases of the pancreas D) severe hepati
impairment (Qild-Pugh Class C) ND hasnot respondeddequately to
conventional therapies loperamide, cholestyneg@in d T CAOG s .

Xermelo: The patient has a diagnosis of carcinoid syndrome diarrhea AND hac
inadequaté¢reatment response (defined as 4 or more boweéments per day)
degpite wse of a longacing somatostatin analog for at least 3 consecutiveths
AND the medication will baised in combination with a loragting somatostatin
analog therapy. For reauthorization, documentation showing a decrease in-
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BOWEL PREP AGENTS
GAVILTYE-G, GAVILYTE-H, GAVILYTE-N
MOVIPREP

PEG3350

SUPREP®

number of bowel movaentsper day is requéd.Note: Xermelo will not be
approved in treatment naivatfnts or as monothergp

Clenpig® Non-preferr ed agentsThe mtient has a documented intolerance or treatment
Gavilyte-C failure ofat least one preferredjant (defined by failure to complete cleansing
Golytely the colon as a preparation for colonoscopy) AND if the product has an AB r:
Nulytely generic, there must have & atrial with the generic formulation.

Plenvu®

Sutab®

CONTINUOUS GLUCOSE MONITORS

Initial approval will be granted for 6 months; renewals up to 1 year thereafter

Preferred After Clinical CriteriaAre Met

DEXCOM G6
Initial prescription: 1receiver, 1 wireless
transmitter, and B-pack of sensors
Refill Quantity Limits: 1 transmitter ever3
months 1 sensor esry 10 days (maximum &
sensors ever90 days)

FREESTYLE LIBRE PRO (DAY SENSORS)
Initial Prescription: 1 reader, 3 sensors
Réfill Quantity Limits: 1 snsor every 10ays
(maximum of9 sensors ever§0 days)

FREESTYLE LIBRE 1DAY (14-DAY SENSORS)
Ini tial Prescription: 1 reader, 2 sensors
Refill Quantity Limits: 1 sensor every 14 days
(maximum of6 sensors everg§4 days)

FREESTYLE LIBRE 2 (14DAY SENSOR$
Initial Prescription: 1 reader, 2 sensors
Refill Quantity Limits: 1 sensoevey 14 days
(maximumof 6 sensors every 84 days)

FREESTYLE LIBRE 3 (14-DAY SENSORS)
Initial Prescription: 1 reader, 2 sensors
Refill Quantity Limits: 1 sensoevey 14 days
(maximum of 6 sensa® every 84 days)

Patient has a digosis of Diabetes Mellitus AND

Meq.tron_i.c.Guar.dianE Conn 1 2yearsofageoroldemfDexcom G6, O 14 year
Initial Pre scription: 1 trnsmitter, 5 sensors Guar di ayears fao Freeslyleibre 2, or > 18 forFreesyle Libre
Refill Quantity Limits: 1 transmiter every yearl AND

;Zne'ls;);svery 7 daysiaximum of 5 sensors every 1  Patient requiresmultiple daily injections of aapid/short acting insulior
g ) is on an insulin pump.

Medtlrc.)n|0670G .GJ.ardan Link 3 ) 1 Approval of norpreferred products withe limited to cases whethe
Init !al Presc.rlptl(.)nf 1transm|tte.r, Sensos CGM is directly integrat e thakeadt
Refill Quantity Limits: 1 transmitter every year, 1 model of pump musbedocumented on the prior authorization.
sensor every days (maximunof 5 sensors every
35 days) Re-authorization:

Medtronic 770G Guardian Link 3 1 There is documented evidence of compliance to CGM (log data and/

office visit notes required).

1 Replacement will be considered when medically necessary and not fc
recent tehndogy upgradesdevice must be malfunctioning and out of
warranty).

Initial Prescription: 1 transmiter, 5sensrs

Refill Quantity Limits : 1 transmitter every year 1
sensor every days (maximum o5 sensors every
35 days)

Medtronic MiniLink (includes Elite Serter)

Initial Prescription: 1 transmitter, Sensors

Refill Quantity Limits: 1 transmiterevery year, 1
sensorevery 7days (maximunof 5 sensors every
35 days)
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CONTRACEPTIVES

SELECT PRODUCTS: Length of approval: 1 year
MONOPHASIC AGENTS:

Due to the extensive list of products, any Beyaz(drogpirenone/ethinyl estradiol/levomefol) Non-preferred agents:Trial with at least three preferred contraceptive products
monophasic BCP not listed as npreferred is Blisovi FE 24 (norethindrone/ethinyl estradiol/FE) including he preérred formulation & the requested nepreferred agent
corsideredpreferred. Drospirenone/ethinyl estradiol/levomefol

Kaitlib (norethindrone/ethinyl
estradiol/FE)

Layolis FE (norethindrone/ethinyl
estradiol/FE)

Lo-Estin (norethindronethinyl estradiol)

Lo-Estrin FE (norethindrone/ ethingbtradiol/FE)

Melodetta FE (drospirenone/ethinyl
estradiol/levomefol)

Mibelis FE (norethindrone/ethinyl
estradiol/FE)

Nexdellis (drospienore/estetrol)

Noretin-Eth EstraFeros Fun Teb Chew 0.825(24)
(norethindronegéthinyl estradiolFE)

Noretin-Eth EstraFerros Fum Tab Chew 1M@&0(24)
(norethindronegéthinyl estradiolFE)

Ogestrel forgestrel/ethinyl estradiol)

Sayfral (drospirenone/ethinyl estradiol/levomefol)

Taytulla (noethindonegthinyl estradil/FE)

Wymza FE(norethindrone/ethinyl estradiol/FE)

Yaz (drospirenone/ ethinyl estradiol)

Yasmin 28 (drospirenone/ ethinyl estradiol)

BIPHASIC AGENTS

AZURETTE (desogestrel/ ethinyl eatliol) Lo Loestrin FE(norethindrone/ ethyl egradol/FE) Non-preferred agents:Trial with at least three prafed contraceptive products
BEKYREE (desogestrel/ethinyl estradiol Mircette (desogestrel/ ethinyl estradiol) including the predrred formulation of the requestedn-preferred agent
DESOGESTREIETHINYL ESTRADIOL

KARIVA (desogestrel/ ethinyl estradiol)

KIMIDESS (desogestradthinyl estadiol)

NORETHIDRONEETHINYL ESTRADIOL 0.5/235

PIMTREA (desogestrel/ ethinyl estradiol)

SIMLIYA (desogegel/ethinyl estradiol)
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VIORELE (desogestre#thinyl estradiol)
VOLNEA (desogesel/ethinyl estradiol)

TRIPHASIC AGENTS

ALYACEN (norethindone ehinyl estradiol)
ARANELLE (norethindrone/ethinyl estradiol) Tilia FE (norethindrone/ethinyl estradioElF
CAZIANT (desogestrel/ ethinyl estradiol) Tri-Legest FE (norethindrone/ethiny!
CYCLAFEM (norethindrone/ethinyl estradiol) estraliol/FE)

DASETTA (naethindrone/ethinyl estradiol)

ENPRESSE (levonorgestrel/ ethinyl estradiol)

LEENA (norethindrae/ethnyl estradiol)

LEVONEST (levonorgestrel/ ethinyl estradiol))

NATAZIA (dienogest/estradiol valerate)

NORGESTIMATE/ETHINYL ESTRADIOL

NORTREL 7/7/7 (norethingne/ethinyl estradiol)

PIRMELLA (norethindrone/ethinyl estradiol)

TRI-ESTARYLLA (norgestimateethiryl estradiol)

TRI-FEMYNOR (norgestimate/ ethinyl estradiol)
TRI-LINYAH (norgestimate/ ethinyl estradiol)

TRI-LO-ESTARYLLA (norgestimate/ethinyl estradiol
TRI-LO-MARZIA (norgestimate/ethinyéstradiol)
TRI-LO-SPRINTEC (norgestimate/ethinyl estradliol
TRI-PREVIFEM (norgestimge/ ehinyl estradiol)
TRI-SPRINTEC (norgestimate/ ethinyl estradiol)

TRI-VYLIBRA (norgesimate/ ethinyl estradiol)

TRI-VYLIBRA LO (norgestimate/ ethinyl
estradiol)

TRIVORA (levonorgestrel/ ethinyl estradiol)

VELIVET (desogestrélethiryl estradiol)

EXTENDED CYCLE

AMETHIA (levonorgestrel/ thinyl estradiol)
AMETHIA LO (levonorgestreléthiny! estradiol)

AMETHYST (levonagestrel/ ethinyl estradiol)
ASHLYNA (levonorgestrel/ ethiyl estiadid)
CAMRESE (lewnorgestrel/ ethinyl estradiol)
CAMRESE LO (levonorgestrel/ ethinyl estradiol)

DAYSEE (levonorgestrel/ ethinyl estradiol)
INTROVALE (levonorgestrel/ ethinyl estradiol 3MTH

Fayosim(levonorgestrel/ ethinyl estradiol)
Quatrtette (levonorgestrel/ ethinyl estradiol)
Rivelsa(levonorgestrel/ ethinyl estradiol)

Estoste FE (norethindrone/ethinyl estradiol/FE)

Non-preferred agents:Trial with at least three preferred contraceptive products
includingthe preferred formlation of the requested ngumeferred agent

Non-preferred agents:Trial with at leasthiree preferred contraceptive products
including the prefeed forrulation of the reqastechonpreferred agent
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JAIMIESS (levonorgestrel/ ethinyl estradiol)
JOLESSA (evonorgstel/ ethinyl esiadid 3MTH)

LEVONORGESTRELETHINYL ESTRADIOL
TBDSPK 3 month
LO-SEASONIQUE (levonorgestrigbthinyl estradiol)

SIMPESSE (levonorgestradthinyl estradiol)
SEASONIQUE (leenorgestrel/ ethinyl estradiol)

SETLAKIN (levonorgestrel/dtinyl estradiol)
PROGESTIN ONLY CONTRACEPTIVES

CAMILA (norethindrone)
DEBLITANE (norethindrone)
ERRIN (norethindrone)
HEATHER (norethindrone)

INCASSIA (noretlindrone)
JENCYCLA (norethindrone)

JOLIVETTE (norethindrone)
LYZA (norghindrone)
NORA-BE (norethindrone)
NORETHINDRONE 0.35MG

NORLYNDA (norethindrone)
SHAROBEL (norethindrone)

TULANA (norethindrone)
INJECTABLE CONTRACE PTIVES

Slynd® (drospirenone)

MEDROXYPROGESTERONE ACETATE 150MG  DepaProvera (IM) (nedrocyprogesterone aceggt
(IM) VIAL/SYRINGE 150mg Susp vial/syrige

DEPOPROVERA 104SUB-Q) SYRINGE
(medroxyprogesterone acetate)

VAGINAL RING

NUVARING® (etanogestrel/ethinyl estradiol vagin: Annovera® (segesterone acetate/ethestiadiol
fing) vaginalring)
QTY LIMIT: 1 ringlyear

Eluryng (etonogestrel/ethinyl estradiol vaginab)
Etonogestrel/ethinyl estradiol vaginal
ring

LONG ACTING REVERSIBLE CONTRACEPTIVES (LARCs)

Non-preferred agents:Trial with at least three
preferred contracépe products includingtte preérred formulation btherequested
nonpreferred agent.

Depo-Provera IM: Patient must have a documented ittahce to
medroxyprogesterone acetate 150mg.

Non-preferred agents:Trial with at least threpreferred contraceptive products
including the preferred formulatiorf the requested noprefered aent.
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KYLEENA (levonorgestrel) IUD
LILETTA (levonorgestrel) IUD
MIRENA (levonorgestel) IUD
PARAGARD (coyper) IUD

SKYLA (levonorgestrel) IUD
NEXPLANON (etonogestrel) Implant

TOPICAL CONTRACEPTIVES

TWIRLA® (levonorgestredithinyl estradiol) patch
XULANE PATCH (norelgestromin/ ethinyl estradiol)
ZAFEMY (norelgestromin/ ethinylstradiol)patch

VAGINAL CONTRACEPTIVES
Please refer to the DVHA website for caace©OTC Phexxi™ (lactic acid, citric acid, and pasisium bitartrate) ~ Phexxi: Use of hormonal contraceptives is contiégated AND the patigrnas a
spernicidal gels vaginal gel documented side effect dlemgy to nonoxyno
https://dvha.ermont.gov/sites/dvha/filedcuments/pr
oviders/Pharmacy/OTCWebltigdf

EMERGENCY CONTRACEPTIVES

AFTERA (levonogestel)
ECONTRA EZ (levonorgestrel)
LEVONORGESTREL

MY CHOICE (evonorgestrel)
MY WAY (levonorgestrel)

NEW DAY (levonorgestrel)
OPCIGON ONE-STEP (levonorgstrel)

OPTION 2 (levonorgestrel)

CORONARY VASODILATORS/ANANGINALSSINUS NODE INHIBITORS

ORAL
ISOSORBIDE DINITRATEtable (compare to . ® . - .

isordif®) EI'IIDI': t(lsgs tzl_de dmtl)?(;e/ZYd!’Flaizmselzl ) Dilatrate-SR, Isosorbide dinitrate 9. tablet, Isordil: the patient has had a sid

ilatrate isosorbide dinitrate capsule ;

ISOSORBICE DINITRATE ER tabét lsosorbide dinitrate Slablet _ effgct, allery, or treatment fallu.re to at least t\_/vo preferred agents.
ISOSORBIDE MONONIRATE tablet Isordl® (isosorbide dinite ablet) NItI’O'|In gual Pymp Spre.ty the pgtlenhas hd a side effect, &rgy, or treatment
ISOSORBICE MONONITRATEER tablet Nitrolingual PumpSpray? failure to Nitroglycerinspray lingual.
NITROGLYCERIN SPRAY LINGUAL (compae to Ranex§ (ranolazine)
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QTY LMIT: 500 mg =3 tabetsday, 1000 mg =2

Nitrolingual Pump Spfa@) tablets/day

NITROSTAT® (nitroglycerin SL tablg
RANOLAZINE SR 12 HR (copareto Ranexa®)

QTY LIMIT:500mg =3 tablets/day, 1000 g= 2
tablets/day
TOPICAL

NITRO-BID® (nitroglycerin ointment)
NITROGLYCERIN TRANSDERMAL PATCHES

(compare to Nitrd)ur®)

Nitro-Dur® (nitroglycerin transdermal patch)

SINUS NODE INHIBITORS

Corlanor®(ivabradine)
QTY LIMIT: 60 tabs/30 days

Bidil: The gescrber provides a clinically valid reason why the patieminca
useisorbide dinitrate and hydralazine as separataetage
Ranexa:the patient has a damentel intolerance to th gereric equivalent.

Nitro -Dur: patiert hashad a side effect, allerggr treatment failure to gnerc
nitroglycerin tansdermal patches.

Corlanor Clinic al Criter ia:

9 Diagnosis of stable, symptomatic heart failAhéD
Left ventricular ejection fiitiondd O 35 %
Restingneat rate QD70 bpm A
In sinus rhythm AND
Persisting symptoms despite maxiipaolerated doses of beta blocke
or who have contradtication to beta blocker therapy

AND

= —a —a —a

CORTICOSTEROIDS: ORAL

Alkindi® Sprinkle (hydrocortisoa) ganule

Cortef? (hydrocortisone) tablets
Hemady® (dexamethasone) tablets

DEXAMETHASONE tablets, elixir, intenspkolution
DEXPAK® tabs (cexamethasone tappack)
HYDROCORTISONE tab (compare to Cor@b
MEDROL® (methylprednisolone) 2mg tablets

METHYLPREDNISOLONE(compare to Medrg?) Medrol DosePak® (mehylprednisolone) tabs
tabs Prednisolone sodium phosphate oral solugdmg/5ml

METHYLPREDNISOLONE DOSE PACKcompare Rayoé@ (prednisonepelayed Release Tablet

to Medrd Dose Pac®) tabs QTY';/!N”T: 1 tabletday
PREDNISOLONE 3 mg/ml oral stution, syrup Tarpeyd™ (budesonide) delayed release capsule
PREDNISOLONE SODIUM PHOSPHATE mg/ml

oral solution(compare tcOrapre(S@)

PREDNISOLONE SOD PHOSPHATE ORAL
SOLUTION 6.7ng/5ml (5mg/5ml base) (compare

to Pediapre@)
PREDNISONEnNtensol solution, tablets

Medrof® (methylprednisolone) tablets

Rayos: The patént has had a trial of generic imriad releas prednisone arftas
documented side effects that are associated with the later onset of aftivity
immediate releaseg@dnisone taken in the morning.

Tarpeyo:

1  The patient has a djaosis of Immunoglobulin Alephropathy (IgAN)
confirmedby biopsy AND

f  eGF R is@5ml/min/1.73rAND

1 Thepatient meets one of tfil owing: ProteinuriaO1g/day oUrine
protein-to-creatininegratio (UPCR)O1.5 g/lgAND

1 The patient i®n a stable dose of maximatyleratedACE-I or ARB
therapy for a minimum of 3 months AND

1 Thepatienéskidney function has continued to decline despéatment
with a peferred oral corticostoid AND

9 Durationof theraly does not exceed 9 months

All Others: Thepatient has a doenented side effect|largy, or treatment

failure to atleast twopreferred medications. If a product has an AiRd generic,

one trial must be the generic formulation.
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Please reérto the DVHA website focovered OTC
cough & cold products
https://dvha.vermont.gov/sites/dvha/files/documents

ovidersPharmay/OTCWebList.pdf
All RX gererics
MUCINEX ® (guaiferesin)600MgER 12HR tab

Note: The FDAresticts the use of pseription
codeire pan and cough nwicines in children.
Prior authoization is required for patientsl2
years of age.

PreferredAfter Clinical Criteria Are Met
BETHKIS® (tobramycin) ifnalation solution

QTY LIMIT: 56 vials/56 days; maximum day
supply = 56 days (2 vials/day for 28 daffen
28 days off)

KITABI S® (tobramycin sol)
QTY LIMIT: 56vials/56 days; maximum day
supply = 56days(2 vials/day for 8 days, then
28 dayff)

TOBI® PODHaler (tobramycircapsules for
inhalation)
QTY LIMIT: 224 capsules/56 days; maximurayd
supply =56 days (4 capsules twicgaily for 28
days, tha 28 days f)

TOBRAMYCIN inhalation solution (coare b
Tobi®) 300mg/5mL
QTY LIMIT: 56 vials/56 days;
maximum day supply = 56 day2
vials/day for 28 days, then 28 days

COUGH A COLDPREPARATIONS

Hydrocodon%cimrphmiramine (compare to
Tussonex™)
QTY LMIT: 60 mI/RX

Tussione® (hydrocodone/chlorphenirane)
QTY LIMIT: 60 mlI/RX

TussiCap@ (hydro@done/chlorpbniramine)
QTY LIMIT: 12 capsule8iX

All other brands

Tussionex, TussiCaps, Hydrocodone/chlorggniramine suspension (gerrec):
Thepatient hadhad a documnted side effect, allergy, or treatrhéailure to
two of thefollowing genericaly available ough or cough/cold products:
hydromdone/homatropine (compato Hycodan), promethazine/codeine
(preMously Phenergan with Codlee), guafenesin/coéine (Cheratssin AC)
or benzonatate. AND patiers 6 yars old of age agreater. AND The
quantity requestd does not exceed 60 ml (Tussiohex 12 capsules
(TussiGaps). AND If the request is for Tussiondixe mtient has a
documetted intolerance to geeric hydroodone/chlorpheniramine
suspension.

All Other Brands: The prestdber must provide alinically valid reason for the

use of the regested medication includg reasons why any of the genericall'
avaiable preparations wouldat bea siitable altenative.

CYSTIC FIBROSIS MEDICATIONS

Bronditol® (mannitol) capsulef®r inhdation
QTY LIMIT:560 capsules/28 days;
maximum dg supgy = 28 days
Caysbn® (aztreonam) inhation solution
QTY LIMIT: 84 vials/56 daysmaximum daysupply
=56 dayq3 vials/day for 28 days, then 28 daf$)
Kalydeco® (ivacafto) tadets
QTY LIMIT: 2 tabktsay, maximum day suppk
30 days
Kalydeco® (ivacaftor) packet
QTY LIMIT: 2 paclets/day maximum day supply =
30 days
Orkambi® (lumacaftor/ivacaftor)
QTY LIMIT:120/30 days; masnumday supply=80
days
Pumozyme® (dornae alk)inhalation solution
QTYLIMIT: 60/30 days; mémum day supply30

days

Bethkis, Kitabis, Tobramycin inhalation solution (300rmg/5mL), Pulmozyme:
diagnosis or indication is cystiibrosis

TOBI, tobramycin inhalat ion solutions(300mg/4nk.): Diagrosis @ indication
is cystc fibross and the patient hasdocumented failure or intolerance to
two prderred formuléions d tobramycin inh&tion solution.

Bronchitol: Diagnosis or indiction is cysticfibrosis AND the patient is 18 year
of age or oldeAND the patient haa daumenedinadequate response or
contraindication to hypéonic saline ad Pulnbzyme AND thepatient has
passed the ®nchitol Tolerance Test (BTTAND the patient bs been
counsetd to use a shedcting beta agonist (SABA)-B5 ninutesprior to
eachdose.

Cayston: diagnosis or indid#on is cystic fibrosis anthe patient hethada
documenteddilure, intolerance omiadequate response to inhalebramycin
therapyalone

Kalydeco: The patient haa diagnosis of Cystic FibrosisND Patenthas a
mutaion on atleastone allele in theydic fibrosis transmembre
conductanceeguldor geng(CFTR gene) shown to be respsive toKalydeco
per FDA apprwal (documentatio pr ovi ded) . A BiDonthsh
old. Note: Renewal offior Authorization wil requiredoaumentation of
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off)

Symdek@ (tezaaftor/ivacaftor andvacaftor) membemregonse.

QTYLIMIT: 56/28 days; maximum dayply =28 TOBI PODHALER: allowed after a trial banother formof inhaled tobramycin
days Orkambi/Symdeko/Tr ikafta: The paient has a diagrsis of Cystic Fibrosis

Tobi® (tobramycin) inhalation solution AND

QTY LIMIT: 56 vids/56days; maximunday syply  Initial Criteria

= 56 dayq?2 vials/day for 28 days, then 28ays off) 1 O 2 vy e ar Grkambor @G6gearsof agerforSymdeko or Trikafta
Tobramycin inhalation solutbn 300mg/4nh. 1 Patientmust have a confirmedutation in the CFTRene shown tod
QTY LIMIT: 56 vials/56 days; maximum day sy resppnsive to theequested medicatigrer FDA appros (documentation
= 56days (2 vials/day for 28 days, then 28 days o provided)
Trikafta® (elexa&dtor/tezacaftor/ivacaftq If the patient is uqder thg age of 18, th.ey must hm«iemg@e a
QTY LIMIT: 84/28 days; maximunday supply = basdang ophthalmlc agmlnatlon to monltqr foréns opacities/catasis
28days 9 Prescriber is a CF gpialist or plmonologist
OngoingApproval Criteria
1 Patent has clintally documentedmprovement in lung function (will
be applied to the first renewadquest orly; requirment waivd on
subsequent renewals)
9 Patient has LFTs/biliruli monitored every 3 onths for thdirst year
of thergy and annually aftahe first year
1 ALT or XSThe® &Gpper limit of nc
upper limits of mrmal and Birubinis O  2uppér limitoenormal
9 Forpatients under the agé 18, have follow upphthalmic exm at
least annually
DERMATOLOGICAL AGENS
ACTINIC KE RATOSIS THERAPY
CARAC® (fluorouracil) 0.5% cream Aldara® (imiquimod) 5 % Cream Aldara: the patient has aodumented interance to generigniquimod 5%
FLUOROURAQL (compare to Efudex®) 5% crean Diclofenac Sodiun8 % Gel (compare to $waz®) cream . . . .
IMIQUIMOD 5% Cream QTYLIMIT: 1 tube/30 days Efudex cre@, Fluorouracil solution: The patienhas a documented intolerance 1
Efudex® (fluorouracil) 5% cream fluorouracil 5% cream.
Fluorouracil5%, 2% solution Fluorouracil 0.5% cream: The patient has a docunted intolerance to brand
Fluorouracil (compreto CARAC,®) 0.5% cream . Carac. . . e - . .
Zyclara (imiquimod)3.75 % Cream Diclofenac Gel: The diagnosis or inditi@n is actinc keratosis AND The patien
QTY LIMIT:56 packets/6 weeks hashad a documentedds dfect, allergy, ontraindicatio or treatment
Zyclara (imiquimodl 2.5%, 3.% % Cream Pump failure with a preferredpical fluorouacil product.
C=cream, F=foam, G=g|, L=lotion, O=ointment, QTY LMIT: 2 pumps/8 weeks Zyclara Cream: The diagnosis or indication is actinic keratosis on the face o
S=soluti:n scalp AND The patienhas had a documented sidteet, allergy, or treamert

failure with Sfluorouracil and imiquimod 5% creamOR The treatmat area
is greater than 25 cm2 on the face @gcAND The patient has had a
documented side effeclergy, ortreatment failure with Sluorouracil.

ANTIBI OTICS TOPICAL
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SINGLE AG ENT
BACITRACIN

MUPIROCIN OINTMENT (compare to Bactr(zin®)

COMBI NATION PRODUCTS
BACITRACIN-POLYMYXIN

NEOMYCIN-BACITRACIN-POLYMYXIN

C=cream, F=foam, G=gell_=lotion, O=aintment,
S=solution

ANTIFUNGALS : ONYCHOMYCOSI S

CICLOPIROX 8 % solution
QTY LIMIT:6.6 ml/90 days

ANTIFUNGALS: TOP ICAL

SINGLE AGENT

CICLOPIROX0.77% CSus, G; 1%5h
CLOTRIMAZOLE 1% C, S
KETOCONAZOLE 2% C, 2% Sh
MICONAZOLE all generic/OTC products

NYSTATIN O, C P(compared Mycostatir@ ,

Nystop®, NyamyéFD )
TOLNAFTATE 1% C,P, S

COMBINATIO N PRODUCTS
CLOTRIMAZOLE W/ BETAMETHASONEC, L
NYSTATIN W/TRIAMCINOLONE C, O

Centan)® Ointment (mupiodn)
GentamicinCream o Ointment

Mupirocin cream{compare to Bactroba@)
Xepi cream (ozeoxacin)

Ciclodar? (ciclopirox 8% soluibn)

Kerydin® (tavaborde 5% solution)

Jublia®(efinaconazold 0% solution)
QTY LIMIT: 48 weeksreatment

Butenafire (compare to Mentax®) 1% C
Ciclodan® (ciclopirox)C

Econazgle 1% C
Ertaczo” (sertacmazole) 2% C

Extind® (ketoconaple) 2% F
Ketoconazol¢compare to Extin@) 2 % Foam
LuIic%S1azole 1% C

Luzu™ (luliconazole) 1% Cream

Ment 1% C

Naftifine (comparea Naftin®) 1% & 2% C, 1% G
Naftin%(naftifine)é%% C, 1%, 2% G

Nystop~, Nyamyc™ (nysftin) P

Oxigaf® (oxiconazolell% C

Miconazole w/ zic oxide (compare to Vusion®) O

Mupirocin cream, Centany Ointment, Xepi cream: Thepatient has had a
documnented intoleance with generic mupirocin ointment

Gentamicin Cream or Ointment: The patient hasada documented sideffect,
allergy, or treatmenfailure with at leasbne preferredieneric topical
artibiotic

Ciclodan, Jublia, Kerydin: The patimt meetsat least 1 othe following criteria:
Pain to affected area that limits normal activity, Diabetes Msl|IRatientis
immunocompomised, Patient has djaosis of systemic dermatssPatient
has sigrficant vasculacompromise AND Documented inéwance ® generic
ciclopirox 8% solution.

LIMITATIONS: Coverage of Onychomycosis agents will NOT be approved
sdely for cosmeic purposs. Kits with multiple dug products or ncdrug
items not covered.

All Non-Preferred Agents (except Vusion)The patient hehad a documented
side effect, allergy, or tegment failureto atleag TWO different preferred
generictopical antifunghagents. (If a prodtt has an ABated generic, one
trial must bethe gendc equivalenf the requested product.) OR The patie
has a contraindication that supports the need fpecifc productor dosage
form of a brand topical arftingal.

Miconazole w/ Zinc Oxide,Vusion: The pati@t has a diagnosis of diaper
dematitis omplicated bydocumented candidiasis AND The patienttidemst
4 weeks ofage. ANDThe patient has hawo trials(with two different
preferred antifungal agentssed in combirtéon with a zinc oxié diaper rash
product resulting in documentsdle effets, allergy or treatment failures.
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C=cream, F=foam, G=gel, £lotion, P=powder,
S=solution,Sh=sharpoo, Sp=spray,
Sis=suspensia

ANTIVIRALS: TO PICAL

ACYCLOVIR (compare to Zovirax®) 5 % O
ZOVIRAX® (acyclovir) 5% C

C=cream, O=ointment

AXILLARY HYPERHIDROSIS T HERAPY

XeracAC (alunminum chloride) 6.25% Solution

CORTICOSTEROIDS: LOW POT ENCY

ALCLOMETASONE 005%C, O
FLUOCINOLONE 0.01% C, S, o{compare to
DermaSmoothe, Synalar®)
HYDROCORTISONE).5%, 1%, 2.% C;
1%, 2.5%, 0.5%, 1%, 2.5% O

C=cream, F=foam, G=gel, L=lotion, O=iatment,
S=solution
CORTIC OSTEROIDS: MEDIUM POTENCY

BETAMETHASONE DIPROPIONATE 0.05% C, L,
O

BETAMETHASONE VALERATE0.1% CL, O

BETAMETHASONE VALERATE 0.12% (compare tc

Luxiq®) F
FLUOCINOLONEO0.025% C, O (compare to
Synalar®)

QTY LIMIT: 50 g/30 days
Vusion™ (micorazole w/zinc oxide
QTY LIMT: 50 g/30 dgs

All other branded products

Note: Please refear o fi Bbgicatdntifungals:
Ony c h o my cdclepirex doutibro r

Acyclovir (compare to Zovira@) 5%0
Denawr® (penciclovir) 1% C

Docosanol 10% C

Xerese® (ayclovir 5%/hydrocortisne 1%) C

Zovirax® (acyclovr) 5% O

Qb r e x glyadpyrrgnium) 2.4% single use pads
QTY LIMIT:30 pads/month

Cepe)@ (fluocinolone) 0.01%shanpoo
Derma-Smooth® (fluocinolone 0.01%) oil

Desonate (desmide) 0.05% G
DesonideD.05% CL, O

Synala@ (fluocinolone) 001% S

All other bands

BeseE (fluticaoone) 0.05% L

Clocortdone 0.1% C (empare to Cloderm®)
Cloderm® (clocortoloa) 0.1% C

Cutivate®(fl uticasonep.05% L

Desoximetasone @5% C, O (capare to Topicon®)
Flurandrenolide (comparto Cordran®) C, L, O
Fluticasondcompare to Cutivate®) 0.9, L

Acyclovir cream: The patient has a documentediatance tcrand Zovira cream

Denavir, Docosanol, XereseThe patient has a treatment failure with a preferred
topical acyclovir product.

Zovirax ointment: The patient has a documented intaerato generic acyclovir
ointment

Qbrexza: thepatiert has had a dmmented side effect, allergy, or treatriniilure
with XeracAC

CRITERIA FOR APPROVAL (NON -PREFERRED AGENTS): The patiet
has a documeted side effect, allergyr treatmemnfailure toat least two
different preferred agents similar potency. (If a product has an AB rated
generic, onertal must belte gendc.)

CRITERIA FOR APPROVAL (NON -PREFERRED AGENTS): The pdient
has a documented side effect, allergytreatment failure to at least two
different preferredigents of similarpoteny. (If aproduct has an AB rated
generic, onérial must be thegeneic.)
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FLUTICASONE 005% C; 0.005%0 (conpare to
Cutivate®)

HYDROCORTISONEVALERATE 0.2% C, O

MOMETASONEFUROQATEO0.1% CL, O, S
(compare to Eloam®)

TRIAMCINOLONE ACETONIDE 0.025%, 0.1% C,

L, O

C=cream, F=foan, G=gel, L=lotion, O=ointment,
S=solution

CORTICOSTEROIDS: HIGH POTENC Y

AUGMENTED BETAMETHASONE 0.05% C, L
(compare to Diprolene® AF)

BETAMETHASONE VALERATEO0.1% C, O

DESOXIMETASONEOQ.05%G; 0.2%%6 C, O (compar
to Topicort®)

FLUOCINONIDE 0.05% C, G, O,

TRIAMCINOLONE ACETONIDEO05% G O

C=cream, F=foam, G=gel, L=lotin, O=0ointment,
S=soluton

CORTIC OSTEROIDS: VERY HIGH POTENCY

AUGMENTED BETAMETHASONE 0.05%C, L, O
(conpare toDiprolene®) 005% G
CLOBETASOL PROPIONATE (compare to
Temovate®Comax®) 0.05% C,G, L, O, S, Spray
HAL OBETASOL PROPIONATE (conpare to

Ultravate®)0.05% C, O
C=cream, F=bam, G=gel, L=lotion, O=ointment,
S=solution

Hydrocortsone Butyrate 0.1% CO, S
Kenalog® (tiamcinolone) Aerosol [@ay

Luxiq® (betamethasom valerate) F

Prednicarb&e 0.1% C,O

Sernivo®(betamethasone dipropionate) 0.05% Spray
Synalar® (fluocinolone) 0.025% C, O

Topicort® (desoximetong 0.05% C, O

Triamdnolone Aerosd Spray

Trianex® (triamcinoloned.05% O

All other brands

Amci_nonid _ CRITERIA FOR APPROVAL (NON -PREFERRED AGENTS): The patient

Apexicon (_dlflorasoneOX).OS% C _ has a docmented side ééct, dlergy, or treatment &ilure to at least two

Diflorasone diacetat@.05% C, O (compare tpexicon differentprefaredagers of similar potency. (If a produttss an ABrated
E®) generic one trial must be the generic.)

Diprolere® AF (augnented betaethasone) 0.05% C, L
Halcinonide 0.1% C

Halog® alcinonide) allproducts

Topicort™ (desximetasoned.05% G; 0.8% C, O, Spray

All other brands

Bryhali® (haldqetasol propinate) L CRITERIA FOR APPROVAL (NON-PREFERRED AGENTS): The patient
goge';aso: gg;)r;a(te(compgrect)o F'OC:));@) 0.05%Sh has a docunteed side effet, alergy, or treanent failure to at least two

obetasol (o/6  (comparao Oulux different peferred agntsof similar potency. (If a productdsan ABrated
Clobetasol prpionate emlsion (compaeto Olux E®) P 9 P y. (Ifap

0.05% F generic,onetrial must be the gneric.)

Clobex® (clobetasgiropionate) 0.05% LSh Spray
Diprolere® (augmented betametsone) 0.05% LO
Diprolene®AF 0.05% C
Fluocinonde (compare to Vanos®)04.C
Halobetasol (compae to Lexett&M) 0.05% F
Impelo™ (clobetasol proipnate)0.05%L
Lexettddl ( hal obé&tFasol) 0.05
Olux®/Olux E® (clobetasol propionate) 0.05% F
Temovate® ¢lobetasol prpionat) 0.05% C, O
Tovet® (clobetasol propionate

aerosol)0.05% F
Vanos® (fluocinonide) 0.1% C
Ultravate®(halobetsol propionat§0.05% C, O
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GENITAL WA RT THERAPY

IMIQUIMOD 5 % (compare to Aldal@) crear)@)
PODOFLOX SOLUTION (compaeto Condylox")

IMMUNOMODULATORS

ELIDEL® (pimecrolimus) for age®2
TACROLI MUS 0.03% Oi nt mi
TACROLIMUS 0.1% Ointment for aged16

Preferred After Clinicd Criteria Are Met
ADBRY (tralokinumabldrm) subcutaneous injectior

QTY LIMIT: 6 syringes the first 28 days then
syringes every 28 days thereafter
DUPIXENT® (dwilumab) subcutaneous injection
QTY LIMIT: 4 syringes/pens the first
28 days then 2 Syringes/pens every
28 days thereafter

Note: please refetto Dermatobgical Agents:
Corticosteroidscategory br preferred topical
corticogeroids.

All other brands

Aldara® (jmiquimod) 5% cream Aldara cream, Zyclara cream: The patient shad adocumented intolerance

Condybx™ Gel (podofilox gel) to generic imiquimod

Imiquimod (compare to Zyara®) 3.7%6 Cream Condylox gel, Veregan:The ptient has ha@ documented sideffect,allergy,
QTY Limit: 56 packets/8 weeks or treatment fdiurewith imiquimod.

Imiquimod (compare to Zyclara®)B% Cream Pump Imiquimod pump, Zyclara pump: The patiebhas had a documented
QTY LIMIT: 2 pumpsB weeks intolerance to generieriquimodcream and Zyclara cream.

Veregan®(sinecatechins ointment)
QTY LIMIT: 15 grams (1 tube30 dcays
Zyclara® (imiquimod 3.75%9 Cream
QTY LIMIT: 56 padketsB weels
Zyclara® (imiquimod2.5%,3.75%) Cream Pump
QTY LIMIT: 2 pump#8 weeks

Cibingo® (abrocitinib) tablets Eucrisa The patient has a diagnosismild-moderate atopic dermatitis (eczem
QTY LIMIT:1 tab/day AND the patient has had a documethtside effect, allergy, oreatment
Maximum 30 days supply failure (defined asally treament for at least one month) Wiat least ne

Eucris& (crisaborole) Ointment preferred topical caloeurin inhibitor AND the quantity reqested does not

Opzelura® (ruxolitinub) cream exceel 60grams/filland 180 grams/ 6 montHErial of calcineun inhibitor

Pimecrolimuscream(compare tdlidel®) will be waived fo patiens® 3 mo nt k8 yearshof agai g h

Rinvoq ® (upadactinib) extendedlease tablet Opzelura:

QTY LIMIT. 1 tabletday T The patient i©12 years of age AND
Maximum 30 days supply 1 The patient has a diagnosis of mitderate atopic dermatitis
(eczema) AND
T The patient has had a documented side effect, allergy, or treat

failure (defined as dailireatment for at least one month) with at |esst
moderate to high potency topical corticosteroid within the last 6 montt
unless contraindicated AND

9 The patient has had a documented side effect, allergy, or treatr
failure (defined adlaily treatmenfor at least one month) of a preferred
topicalcalcineurin inhibitor and crisabarole ointment AND

1 Patient is not receiving Opzelura in combination with another
biologic medication (e.g. dupilumab), oral JAK inhibitor (e.g.
upadactinib), or systemic immosuppressant (e.g. cyclosporine) AND

1 The quantif requested does not exceed 60 gramsffill; maximurr
8-weeks of continuous use.

Pimecrolimus: The patient has a documente intolerance to brand Elidel.
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SCABICIDES AND PEDICULOCIDES

PERMETHRINS % (compare to Elimi@) C

PERMETHRIN1 % CR, L

PIPERONYL BUTOXIDE AND PYRETHRINSG, S,
Sh

NATROBA® (spinosad 0.9 %) Ss

C=cream, CRcréme ring, G=gel, L=lotbn, S=solution,
Sh=$hampoo, Spspray, Ssssuspension

INTRANASAL
All products require PA

Adbry, Cibingo, Dupixent, Rinvoq:
1 The patiends age is IPA approved for the given indication AND
1 The paient has a diagnosis of moderate to seaopic dermatitis
AND
9  The prescription is initiated in consultation with a dernagsit,
allergist, or immunolgist AND
T Atl east 10% of t henvbhedAN®Ds sur f i
1  The patient has had a documentet®sffect, allergy, or treatment
failure (defined as daily treatment for at least one month) with at le:
one moderate to highotency topical corticosteidand o preferred
topical calcineurin inhibitor wthin the last 6 months AND
9 Initial approval wil be granted fo6 months. For rapproval afte6
months, the prescriber must submit documentation of clinical
improvement in symptoms. Renewals may bentga for upto 1 year.
Cibingo additional criteria: The patient has a had a documented side effect,
allergy, or treatment failure with Adbry or Dupixent AND the patient has a hi
documented sideffect, allergy, or treatment failure with Rinvog.
Rinvoq additional criteria: The patient has a had a documdrdiele effect, allergy,
or treatment failure wh Adbry or Dupixent.

Non-preferred Scabicides:The patient has had a decanted sid effect or
allergy to permethrin cream or treatmeriluige with two treatments of
permethrin cream.

Ivermectin 0.5% L

LindaneSh

Ma_lathion L (cor_npare to Ovide®) Non-Preferred Pediculicides: The patient has had a documented sidiecebr
Ovide® (malathion) L

Spincsad(compae to Natroba) Ss allergy to OTC perntlrin and piperonyl butoxide and pyrethrins amak

Vanalice® (piperonyl butoxide/pyrethrins) G treament of Natroba OR treatment failure with two treatraaitOTC
permethrin and/or piperonyl butoxide ang¢thrins ad one treatmerudf
Natroba. For approval of Ovide®plion, the patient must ald@mve a
documented intolerance to the generaigalentproduct.

DESMOPRESSIN: INTRANASAL/ORAL

DDAVP® (desmopressin) Nas&olution or Spray CRITERIA FOR APPROVA L:

0.01% P . ; ; o it
Desmopresai %asal Solution or Spray@L % (compare Intranasal (excepFas '|nd|(.:ated bglovx). The Q|§gn05|s or |nd.|cat.|on foie
to DDAVF®) requested medication is (1) Diabetes Insipidus, (2) hemaphipe A, or (3)

Noctivef (desmopress) Nasal $ray Von Willebrand disease AND If theequest ior brand DDAVR the patient
has a documented intotece to generic desmopressipray or solution.
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stimat® (desmopressin) Nasal Solution 1.5 mg/ml  Oral: The diagnosis or indation forthe requested medication is (1) Diabetes
ORAL Insipidus antbr (2) primary nocturnal enuresis AND The patikas had a

DESMOPRESSIN documented intol@nce to generic
Nocdurn& (desmopressin) SL tablets desmopressin kdets

QTYéIMIT:ltabIet./day Nocdurna, Noctiva: PatentisO18 years of @g®0 (Weard
DDAVP™ (desmopessin) tablets (Noctiva) AND the indication for use is the treatmehnocturia due to nocturne
polyuria (defined asighttime ume production exceeding 1/3 of the-2dur
urine production) causing patient to awakenr@rtban 2 times per night to void
for at least 6 months AND patient has eGFR > 50ml/min/1.73m2 ANDnpatie
does not have increased risk of severe hypanarg.g. oncomitant use of
loop diuretics or corticosteroids, diagnosis of CHF, or uncontrolledrtession)
AND serum sodium concentrations are normal before stahimgpy AND
patient has had a demented intolerance to generic desmopressin tablets
LIMITATIO NS: Desmopressin intranasal formulations will not be approved
the treatment of primanmyocturnal enuresis (PNE) due to safety risks of
hyponatremia. Oral tablets may be prescribed forillisation.

DIABETIC TESTING SUPPLIES

Please refer to thBVHA website for covered CRITERIA FOR APPROVAL: The prescriber demonstes that the patient

Diabetic_: te_st!ng supplieiest stripsare sufect to has a medical necessityrfdinically significant features that are not availak

a quantitylimit of 200 strips per 30 days.  th terred ’ .
https://dvha.vermont.gov/sites/dvfis/documents/ on any of the preferred meters/test strips.

providers/Pharmacy/Vermont%20PDSL.pdf CRITERIA FOR APPROVAL to ExceedQTY LIMIT: Chart notes must be
provideddocumentingnedical necessity

LIMIT ATIONS: Talking monitors are not covered under the phagntsmnefit.

ENDOMETROSISUTERINE FIBROIDSAGENTS

LUPRON DEPOW® (leuprolide acetate fatepot Lupanet a Polide &cktatg(fdr gmt p r Lupaneta Pack: patienthas a documented intolerance to Lupron Depot and
suspension) suspension and norethindrone acetate tablets) norethindrone tabletsaed in combination.

QTY LIMIT:3.75 mg kit/month or 11.25 mg kit/3 QTY LIMIT:3.75 mg kit/month or 1.25 mg kit3 Myfembree: Patient igoremenopausal andésperiencing heavy emstrual éeding
SYI?XF?EE@ (nafarelin acetate)asal solution months . . _ a_ssociated with uterine Ieiomyomfis (fibroids) AN®ignt has.a documented
ZOLADEX® (goserelin acetate) implant Myfembree® (relugolix/estradiol/norethindrortaplet S|d§ efect, allergy, or treatment fall_ure to at least TW@imatlons fr.om aelast

QTY LIMIT:3.6 mg/month 2 different classes (oral contraceets, NSAIDs, progessis) AND patient haa

documentd side effect, allergy, or treatment failure with Orialfyoproval will
Preferred After Clnical Criteria are Met be limited to 1ablet/day. Use of GnRH receptor antagonists wilirbited to 2
ORIAHNN® (elagolix and years.

elagolix/estradiol/norethindrone) capsules Orilissa: Patient has a diagnosis of modersggere endometisis pain and has a

ORILISSA® (elagolix) tablets documentedide effect, allergy, or treatment failure to at least Thwglications
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from at least 2 diérent classes (oral contracepty NSAIDs, progeists). Note:
Approvalfor 200mg dose will be limited to 2 tablets/day for a maxinait
months. Approvifor 150mgdose will be limited to 1 tablet/dayse of GhRH
receptor antagonists will be limited to 2 years.

Oriahnn: Patientis premenopausal andggperiecing heavy ranstrual
bleeding associated with uterine leiomyomas (fibjokd$D patient has a
documentedide effect, allergy, or treatment failure to at leastQ medications
from at least 2 different classes (oral contraceptives, NSAIDs, progestte:
Approvalwill be limited to 2 tablets/dayJse of GnRH receptor antagsts will
be limitedto 2 years.

EPINEPHRNE: SELFADMINISTERED

Epinephrine Inj 0.15ng Non-preferred Agents: The patient must have a desented intoleraretoa
EPIPENJR INJ 0.15mg Epinephrine 1n0.3mg preferred epinephringroduct.
EPIPENINJ 0.3mg Symijepi® Inj 0.15mg Limitations: Auvi-Q® is not classified as a coveredtpati i
. J ! : - patient drug and is
EPINEPHRINE INJ (pompare BpiPenJr) : Symiep® Inj 0.3y therefore not covered by Vermont Medicaid
(authorized generic, Myldabeler code 49502

the only preferred form) 0.15mg

EPINEPHRNE INJ (comparéo EpiPerf) (authorized
generic, Mylariabeler code 49502 the only
preferred form 0.3ngy

ESTROGENS: VAGAL

ESTRADIOL

ESTRACE VAGINAL® Cream
ESTRING® Vaginal Ring
VAGIFEM® Vaginal Talbets

CONJUGATED ESTROGENS
PREMARIN VAGINAL® Cream

ESTRADIQL ACETATE
FEMRING® Vaginal Ring
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GASTROINTESTINAL

INFLAMMATORY BOWEL DISEASE BIOLOGICS: Initial approval is 3 months; renewals are 1 year
Preferred After Clhical Criteria Are Met
INJECTABLE Clini cal Criteria (Crohnos Disease)

® . Avsola® (infliximab-axxq) biosimilar to Renicade . . L . . .
HUMIRA™ (adalimumab) Cimzia(certolizumab pegol) Avssdtzl,aI::r;\(ZT};I:{Ze.mlcade, Cimzia, Tysabri, Envio, Inflectra, Renflexis,

QTY LIMIT: 6 syringes/28 days for the first montt  QTy LIMIT: 1 kit/28 days _ _ _ o
(Cro h n & s kits2 springesi28 days Inflectra® (infliximab-dyyb) biosimilar toRemicad@ T Patient has diagnosis o€ r o hdissase and has alreadgen
stabilized on the méchation. OR

subsequently Entyvid® (vedolizumab)
REMICADE® (infliximab) QTY LIMT: 300mgX 3/42 das, 300mg X 1 every 1 Diagnosisis moderate severe @ hnodés di sease ar
) following drug classes resulted in an acbeeeffect, allergic reaction,

56 days thereafter inad t ament failurd iqant or intol i
Simpon? (golimumab) SC inadequate response, oratment failure(i.e. resigant or intoleran

RENFLEX | S Enfliximiab-abda) biosimilar to

Remicade® i i - aminodi ibioti
QTY LIMIT: 3 of 100mg préilled syringeor sterplds or !mmunoguppmts). aminodiaylates, aqnbu_ms,
- corticogeroids, and immunomodulators suchazathioprine,-6
autoinjector X 1, then 10@g/28days .
. mercaptopurine, or mettrexate
Stelar& (ustekinumab) o " o
® i Cimzia additional criteria:
Tysabi™ (natalizumab) 1 Patient age > 18 yea\D
The presdber mwst provide a clinicallyvalid reasorwhy Humira and
Remicade or R#lexis cannot be «sl. Avsola Inflectra, Tysabri
additional criteria:
1 The prescriber must provide a cliniyabalid rea®n why Humira and
Remicadeor Renflexiscannot be used.
Entyvio, Stdara additional criteri a:
1 Patient age > 18 years AND
ORAL 1  The patienhasa documented sikffect, alergy, treatment failure
XELJANZ® (tofacitinib) table Xeljanz® XR (tofacitinib) tablet (including corticosteroid dependence despite therapy)
QTY LMIT: 2 tablets/day QTY LIMIT: 1 tabkt/day contrairdication to BOTH Remicade and Humira

1 Note: Initial IV dose for Stelawill be approved tlmugh the medical
benefit. All subsequentibautaneous doses mae approvd through
the pharmacy benefit with quantity limit of 90mg every 8 weeks

Clinical Criteria (Ulcerative Colitis)
Avsola, Entyvio, Humira, Inflectra, Remicade Renflexis, Simponi, Stéara:
1 Patient has a diagnosis of Ulcerati@olitis and has akaly been
stabilized on the medication. OR
1 The patient has a diagnosis of Ulcerativeit@oand hadad a
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H. PYLORI COMBINATION THERAPY

LANSOPRAZOLE AMOXICILLIN,
CLARITHROMYCIN
QTY LIMIT: 112 caps & tabs/14 days
PYLERA® (bisnuth subcitrate, metronidazole,
tetracycline) apsules
QTY LIMIT:120 caps/10 d&

H-2 BLOCKERS

FAMOTIDINE (compare to Pepc@) tadet

SYRUPS AND SPECIAL DOSAGE FORMS
FAMOTIDINE oral suspension (comgatoPefcid®)

a g el2yéars

OmeclamoxP&® (omeprazole, clarithromycin,
amoxicillin)
QTY LIMIT: 80 caps &abs/10 day
Talicia® (omepraale, amoxicillin, rifabutin) delayed
release capsules
QTY LIMIT:168 caps/14 days

Cimetidine(compare to Tagamet®) tablet
Nizatidine capsule

Pepci® (famotidine) tablet

Cimetidine oral solution

Famotidine(compare to Pepcﬁ%) oral suspensio(age
>12 years)
Nizatidine Oral Solution

INFLAMMATORY BOWEL AGENTS (ORAL & RECTAL PRODUCTS)

MESALAMIN E PRODUCTS
ORAL

documented side effect, allergy or treatment failure witkat P of
the following3 agents: aminosalicylates (e.g. sulfazale,
mesdamine,etc.), corticosteroids, or immunomodulators (e.g.
azathioprine, énercaptopurine, cyclospoe, etc.).

Avsola, Inflectra: the prescriber must provide a clinically validseawhy Humira
and Rentadeor Renflexiscannot be used.

Entyvio, Simponi, Stelara adlitional criteria: Age > 18 years AND the prescribe
must provide a clinically valid reasavhy Humiraand Remicad®enflexis
cannot be used.

Xeljanz XR additional criteria: Patient has not beeble to tolerate or
adhere to twice dailgosing of imnediaterelease Xghnz, resulting in
significant clinical impat. Note: Induction of Xeljanz 10m twice daily or
XR 22mg once daily will be liited to 16 weeks. Treatment should be
discontinued afir 16 weeks if adequate therapeutic respaas®t achieved. For
patients wih loss of responsguring maintenance treatment with 5mg twice de¢
or XR 11mg once daily, approval of 10mg twice dailyxd® 22mg once daily
will be considerednd limited tolie shotest duration possible.

CRITERIA FOR APPR OVAL: The patient has a documentegattment failure
with Lansoprazole, amoxicillin, clarithromycicombo packager Pylera used
in combination with &PL

Cimetidine tablet, Nizatidine capsule, Pepcid tabletThe patient has had a
documented side effect, allergy, or treatment failufanaotidine.

Cimetidine Oral Solution, Nizatidine oral solution: Patient has a medical
necessityfor a liquid dosage form AND the patidmas had a documented side
effect, alergy, or treatment failure to famotidine osalspension.

Famotidine Oral Suspension (Age >12Patient has a medical necessity for a
liquid dosage form

Azulfidine, Colazal: patient has had a documented intalgze b the generic
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ASACOL HD® (mesalamine tablet delageelease)

APRISO® (mesalamineapsut extended release)

LIALDA ® (mesalamin¢ablet extendetklease)
PENTASA ER ® (mesalamine cap CR)

RECTAL

MESALAMINE ENEMA (compare to Rowa@a)
MESALAMINE SUPPOSITORY

CORTICOSTEROID S
ORAL
BUDESONIDE 24HR
QTYLIMIT: 3 capsules/day
UCERIS® (budesonide) ER Tablet

QTY LIMIT = 1 tablet/day

RECTAL
All products require PA

OTHER

BALSALAZIDE (compare to CoIaz@l)
DIPENTUM™ (olsalazine)

SULFAZINE

SULFAZINE EC

SULFASALAZINE (compare to Azulfidin@)
SULFASALAZINE DR

PROKINETIC AGENTS

TABLETS
METOCLOPRAMIDEtabs (compare to Reg@m

Delzicol® (mesalamine capsule delayesteasg
QTY LIMIT: 6 capsules/day

Mesalamine apsule delayed release (compare to

Delzicol®)
QTY LIMIT: 6 capsules/day

Mesalamine capsulexended release 0.375gm
(compaeto Apriso®)

Mesalamine tabledelayed release (conmgsto
Asacol® HD)

equivalent of the requestenedication.

BudesonideER 9mg, Ortikos: the patient has a documented intolerancedndr
nameUceris.

Delzicol, M esalamine capsule DRM esalamine tablet DR Mesalamine tablet
ER: The patient has had a deocanted side effect, allergy, or treatment
failureto 2 preferred oral mmalamine products.

sfRowasg Uceris Rectal Foam The patient has had a documented intoleranc
to mesalamine enenwa suppositories

Mesalaminedbletextended release 1.2 g (compare to | [MITATIONS: Kits with nondrug productsire not overed.

Lialda®)

SRowas® (mesalamine enema sulfite free)

Budesoide ER 9 mg tablet (compare ltizeris®)
QTY LIMIT: 1 tabet/day

Ortikos® (bucksonia) ER capsule
QTY LIMIT: 1 capsule/@dy

Uceris® Rectal Foam (budesonide)

Azulfidine® (sulfasalazin
Colazaf (balsalazide)

Reglar@ (metoclopramide)

Reglan: The pati@t has had a documented intolemmba generic
metoclopramide tablets.
Gimoti: The patient has a documentetblerance to metoclopramide tablets and
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ORAL SOLUTION
METOCLOPRAMIDEoral solition

NASAL SPRAY
All products require PA

PROTON PUMP INHIBITORS

ORAL CAPSULES/TABLETS
ESOMEPRAZOLE (compare to Nexn®)
QTY LIMIT: 1 cap/day

LANSOPRAZOLE geeric RX capsules (compare to

Prevacid)
QTY LIMIT: 1 cap/day

OMEPRAZOLERX capsules (compare to Prilo@ec
QTY LIMIT: 1 cap/day

PANTOPRAZOLEtablets (compare to Proto@y
QTY LIMIT 1 tabday

SUSPENSODN & SPECIAL DOSAGE FORMS
NEXIUM® (esomeprazole) powder for suspension
(age < 12 years)
QTY LIMIT: 1 packet/day

Gimoti™ (metocloprande) nasal spray

Aciphe@ (rabeprazole) tablets
QTY LIMIT: 1 tab/day

DexilanfFD (dexlansoprazole) capies
QTY LIMT: 1 cap/day

Nexiunf® (esomepazole)capsules
QTY LIMIT: 1 cap/day

Omepazolegeneric OTC tablets
QTY LIMIT: 1 tab/day

Omeprazole magnesiugeneric OTC 20 mg capsules

QTY LIMIT: 1 cap/day

Omeprazole/sodium bicarb capsules RX (compare to

Zegerio®)
QTY UMIT: 1 cap/day
Prevaci® RX (lansopazole) capsules
QTY LIMIT: 1 cap/dy
Prevaci® 24 hr OTC (lansoprazole) capsules
QTY LIMIT: 1 cap/day
Protonix® (pantoprazole) tablets
QTY LIMIT: 1 tab/day

Rabeprazole (compare to Acipl@)ctablets
QTY LIMIT: 1 tab/day

Zegerid RX® (omeprazole/sodim bicab) caps, oral,
suspension
QTY LIMIT: 1 cap/day

Aciphex® Sprinkle (rabeprazole) DR Capsule
QTY LIMIT: 1 cap/day

Lansoprazole ODT (compare to Prevacid Solutab®)

QTY LIMIT: 1 tab/day

oral solution.

Nexium powde forsuspers i on ( f or p a bld):eThetpatienbhasle
requirement for @on-solid oral dosage form (e.g. an oral liquid, dissolving
tablet or sprinkle).

Aciphex Sprinkle, Prevacid Solutabs, Prilosec packet, and Protonix packet:
The patient haa requiremenfor a nonsolid oral dosagérm (e.g. an oral
liquid, dissolving taket or sprinkle). AND the member has had a documet
side effect, allergy or treatment failure to Nexium powder for suspension.

Other non-preferred medications: The membehas had aatumented side
effect, allergy, or treatment failure t&LL preferred FPls AND if the product
has an AB rated generic, there must be a trial of the generic.

CRITERIA FOR APPROVAL (twice daily dosing):

Gastroesophageal Reflux Disease (GERD)If member las had an adequate
trial (e.g 8 weeks) of standard once daily dosiogGERD, twice daily
dosing may be approvedNote: Approval of twice daily dosing for GERD is
limited to 12 weeks. For continuation after 12 weeks, there must be a
documered attempto taper to once daily dosirgf a PPI with an adjunctive
H2 Blocker. The dosingoflong er m PPl 6s shouwld b
evaluated so that the lowest effective dose can be prescribed to manage
condition.

Zollinger-Ellison (ZE) syndromei Up to triple dose PPl may be approved.

Hypersecretory conditions (endocrine agnomas or systemic mastocytosis$)
Double dose PPI may be approved.

Erosive Esophagitis, Esophageal st
(complicated GERD)i Double dose PPl ay be approed.

Treatment of ulcers cawsed by H. Pylorii Double dose PPl may lapproved
for up to 2 weeks.

Laryngopharyngeal reflux i Double dose PPl may be approved.

LIMITATIONS: FirstLansoprazole® and Fir€bmeprazole Suspension Kits
are not coered as Fedal Rebate is no longer offed.
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All products require PA

ALLOPURINOL (compare to Zylopril@)
COLCHICINE tablets(compare to Colcrys®)

12 years)
QTY LIMIT: 1 packet/day

Prevacid Solutalf (lansoprazole)
QTY LIMIT: 1 tab/day

Prilose® (omeprazole magnesium) packet
QTY LIMIT: 2 packets/day

Protoni>5FD (pantoprazole) packet
QTY LIMIT:1 packet/day

Nexium™~ (esomeprazolgowderfors u s pensi ¢

"I 5#( %283 $)3%! 3% - %$) #! 4)/ .3

Cerezyme® (imiglucerase for injection)

Cerdelg® (eliglustat)
QTY LIMIT: 2 caps/day
Elelyso® (taliglucerase alfa for injection)

Vpriv® (velagluerase alfadr injection

Miglustat (mmpare to Zavesca®)
QTY LIMIT: 3 caps/day
Zavesca® (miglustat)
QTY LIMIT:3 caps/day

**Maximum days supply per fill for all drugs is 14
days**

GOUTl AGENTS

Colcrys® (colchicing tablet
QTY LIMIT: 3 tablets/day (goudr 4tablets/day
(FMF)

CRITERIA FOR APPROVAL: The diagnosis or indication is Gaucher
diseae (GD) typel. AND The diagnosis has ba confirmed by molecular
or enzymatic temg.

Age Limits

Elelyso, Vpriv: for patiens O4 years old

Cerezyme:f or patients O 2 years old

Cerdelga,Miglustat, Zavescaif or patients O 18 yece

Cerezyme/Vpriv additional criteria: Falure, intolerancer other
contraindication to enzyme replacement therapy with Elelyso

Cerdelga additional criteria:

9  Testing to verify if CYP2D6 extensive metabolizer (EM), intermedie
metabolizer (IM), poor metabolizer (PM), BICYP2D6 genotype
camot be determined

o Dose max: 84mg twice/day if EM or IM
o Dose max: 84mg/day if PM
0 Case by case determinatiéiCYP2D6 cannot be determine:

Miglustat, Zavesca additional criteria:

1  For whom enzyme replacement therapy is not a theriapetton (eg.
due toallergy, hyperserivity, or poor venous access)

Colchicine capsules, Colcrys, Mitgarethe patiebhhas a documented intolerance
generic colchicine tablets.
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COLCHICINE/PROBENECID
PROBENECID

ACHONDROPLASIA TREATMENTS
All products require PA

Preferred After Clinical CriteriaAre Met
GENOTROPIN
NORDITROPIN®

Colchicine capsules
Febuxostat (compare to Uloric®)

QTY LIMIT:40 mg tablets = 1 tablet/day
Mitigare® (cdchicine) capsule

QTY LIMIT:2 capsules/day
Uloric™ (febuxosét)

QTY &)IMIT:4O mg tablets = 1 tablet/day
Zyloprim™ (allopurinol)

Febuxostat, Uloric: The dianosis or indication is treatment of gout AND The

patient has had a documented side effect, allerggtntent &ilure or a
cortraindication to alloptinol. NOTE: Teament failure is defined as
inability to reduce serum uric iclevels to < 6 mg/dl witfallopurinol doses
of 600 mg/day taken consistently. Additionally, renal impairment is not
considered aontrandication to dbpurinol use.

Zyloprim: The patient has had a documed intolerance to generic allopurinol

GROWTHSTIMULATING AGENTS

Voxzogd™ (vosoritide)

Nutrogn® AQ

Omnitropé

Saizef
Skytrofa®(lonapegsomatropitcgd)
Zomactor?

Specialized Indicationsi See Specific Citeria

Increlex® (mecaserin)
Serostin®
Zorbtive®

Voxzogo: The patient must have a diagnasischondroplasia confirmed with

genetic testind\ND the medication must be prescribed by a pediatric
endocrinologisAND Confirmation of norclosure of epiphyseal platesiay
determining bone age) must be provided for females > age 12 and males >
AND Voxzogo will not be used in combination tigrowth hormone (e.g.
somatropin), growth hormone analogs (e.g. saoian), or insulidike growth
factor((GF1) (e. g. mecasermin) AND pat
and upper to lower body ratiall be measured at baseline and monitored
throughout therapy. For approval, the patient must have an improverirent
growth velocity compared to pteeatment baseline

Criteria for Approval Pediatric: 1) The patient must have one of the faling

indications for gpwth hormone:[] Turnersyndrome confirmed by genetic
testing. [| PradefWilli Syndrome confirmed by gestic testing. | Growth
deficiency due to chronic renal failure.Patient who isSmall for Gestational
Age (SGA) due to Intrautere Growth RetardationlGR)and cath up
growth not achieved by age 2 (Birth weight less than 25009 at gestatione
of <37weeks or a birth weight or length below the 3rd percentile for
gestational age). OR Pediatric Growth Hormone Deficiency camfied by
results of twgprovocative gowth hormone stimulation tests (insulin, arginir
levodopa, propranolol, clonidine, olugagon) showing results (peak level)
<10ng/ml. 2) The requested medication must be prescribed by a pediati
endocrinologist (opediatric nephrologisf prescrited for growth deficiency
due to chronic renal failure). 3) Confirmation of rdnsure ofepiphyseal
plates (xray determining bone age) must be provided for females > age 1
and males > age 14. 4) Initial requestsloampproved for 6 mons.
Subsequet requests can be approved for up to 1 year with documentatiol
positive response togatment with growth hormone.
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Criteria for Approval Adult:  The patient must have one of the following
indications for growth hanone: Panhypopituitasim die to sugical or
radiological eradication of the pituitary. OR Adult Growth Hormone
Deficiency canfirmed by one growth hormone stimulation test (insulin,
arginine, levodopa, propranolol, clonidine, or glucagon) showing repelék
level) <5ng/ml. Growth hormore deficient children must be retested after
completion of growth.

LIMITATIONS: Coverage ofsrowth Hormone products will not be approvec
for patients who have Idiopathic Short Stature.

NUTROPIN AQ, OMNITROPE, SAIZEN, SKYTROFA, ZOMACTON:

The patent ha adocumentd side effect, allergy, or treatment failure to bot
preferred agents.

Increlex: Member has growth hormone gene deletion AND neutralizing
antibodiego growth hormone, OR primary insulifke growth factor (IGF1)
deficiency (IGFD), &fined bythefollowing: o Height standard deviation
score <-3 AND Basal IGF1 standard deviatioscore <3 AND Normal or
elevated growth hormone leeND Me mber is O 2 yea
efficacy has not been established in pasigrmunger than 2AND Member
hasopen epiphysis, AND Member is under the care of an endocrinologist
other spedilist trained to diagnose and treat growth disorders.

Serogim: A diagnosis of AIDS associated wasting/anorexia

Zorbtive: A diagnosis of short bowel syndre. Conmmitantuse of specialized
nutritional support (specialty TPN) Prescription must be istyed
gastroenterologist (specialist)

hATTR TREATMENTS
Onpattro® (patisiran) 1@ng/5ml intravenous injection  Onpattro, Tegsed:
Weight < 100kg (0.3ng/kg every 3 weeks) 1 The patient is O 18 years of a
Weight 1@kg (30mg every 3 weeks) heredity transthyretin mediated (hATTR) amyloidosis (Documentatior

TTR mutation by genetic testing and the presence of amyloid deposit
tissue biopsy has been submitted) AND

Tegsedi® (inotersen) 284g/1.5ml injection for o=y e ) . . . .
1 Themedication is being prescribed by or in consultation with a neurol:

subcutaneous use

. AND
QTY LIMIT:4 synnges/ 28 days 1 Clinical signs and symptoms of the disease (e.g., peripheral/autonom
Vyndamax® (’Fafamldls) neuropathy, motor disability, cardiovascular dysfunction, renal
QTY LIMIT: 1 capsule/day dysfunction) are present and other causf@europathy have been
Vyndagel® (tafamidis meglumine) excluded AND

QTY LIMIT:4 capsules/day 1 The patient has tried or is currently receiving at least one systemic ag

for symptoms of polyneuropathy from the tricyclic antidepressant (TC
class and/or anticonvulsant class AND
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ANGIOTENSIN RECEPTOR i NEPRILYSIN INHIBITOR (ARNI)

Preferred After Clinical Criteria Are Met

ENTRESTCA® (valsartan/sacubitril)
QTY LIMIT: 2 tablets/dga

HEART FAILURE

SODIUM-GLUCOSE CO-TRANSORTER 2 (SGLT2) INHIBITORS AND COMBINATIONS

FARXIGA® (dapaglifiozi)
QTY LIMIT: 1 tab/day

SOLUBLE GUANYLATE CY CLASE (sGC) STIMULATORS

All productgequirePA

Verquvo® (vericiguat) tablet
QTY LIMIT:1 tablet/day

Patient is receiving vitamin Auppementation AND

For approval of Tegsedi, the patient has had a documented side effe«

allergy, or treatment failure with Onpattro AND the prescriber, patient

and pharmacy are registered with the REMS program.

Initial approval will be granted for @ontts. For reapproval, the patient must have
documentation of clinical improvement or slower progression of the disease
would otherwise be expected.

Vyndamax, Vyndagel:

Y The patient is O 18 years of a
wild type transthyretirmediated amyloidosis or heredity transthyretin
mediated (hATTR) amyloidosis AND

1  Thepresence of amyloid depits showing cardiac involvement via tissu
biopsy orimaging has been submitted AND

The medication is being pres
cardiologist AND

Initial approval will be granted for 6 months. Fofagproval, the patient must have
decrease in the frequency of cardiovasergiated lospitalizations or slower
progression of the disease than would otherwise be expected.

= —a

Entresto: Diagnosiss chronic heart failureNote: Thisis processed viautomated
(electronic)PA.

Verquvo: The diagnosis or indication is syroptatic heart failure (HF) with
ejection fractio <45% AND the patient has been hospitalized fomthRin the
previous 6 months or required the use of 1V diuretics within the past 3 mont|
AND the patient is not pregnant AND the patient is concurrentiving the
maximum tolerated dose of one agkeoin each of the following classes, unles
contraindcated:

1  ARNI, ACE-l, or ARB
1 Beta Blocke{metoprolol, carvedilol, or bisoprolol)
1  Aldosteroneantagonist if LVERD35% or LVEFO40% with diabetes
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HEMATOPOIETICS

Colony Stimulating Factors

FULPHI LAE ( p-gngt) $ytinge a s t i Granix® (tbofilgrastim) Vial, Syringe

NEULASTA® (pedfilgrastim) Syringe Leukine® (sargramostim)

NEULASTA® Onpro® (pegfilgrastim) kit Ni v estymE -aéfij Viag Sydnget i m
NEUPOGEN® (filgrastim) Vial Syringe Nyvepria(pedfilgrastimapgf)

UDE NY C fpEgilgrastim-cbqv) Rel eukoE fyow!l grastim
ZIEXTENZO® (pedfilgrastimbmez) Zarxio® (filgrastimsndz) Syringe

Erythropoietic Stimulating Agents

Preferred After Clinical Criteria Are Met Aranesp® (darbepaetalfa)
EPOGEN® (epoetin alpha) Mircera® (methoxypolyethylene glycolepoetirtdge
RETACRIT® (epoetin alphapbx) Procrit® (epoetin gha)

mellitus or post myocardial infarction (MI) with HF symptoms

Granix, Leukine, Nivestym,Releuko,Zarxio syringe: The prescriber must
provide a clinicallycompelling reason for the use of the requestedication
including reasons why any of the preferpedducts would not be gable
alternatives.

Aranesp, Procrit, Epogen, Retacrit diagnosis or indiation for the requested
medication is anemia due to one of the following: Chronic kidney disease/re
failure, Postrenal transplant, use of zidovudine for the treatraEhtiman
immunodeficieng virus (HIV) (other causes of anemiach &
iron/folatekitamin B12 deficiency have been eliminated), Surgery patients a
high risk for perioperative blood loss, Cancer chine@py, Use of ribavirin or
interferon therapy for Hegitis C, Myelodysplasti syndrome. Hemoglobin leve
at initiation oftherapy is <@ g/dL OR for patients currently maintained on
therapy, hemoglobin level is < 11 g/dL in dialysis patients with chiadney
disease, < 10 g/dL in netfialysis patients i chronic kidney diseasor < 12
g/dL in patients treated fatherindications AND for approval of Aranesp or
Procrit, the patient has had a documented side effect, allergy, or treatment 1
to the preferred agents.

Mircera: The diagnosis or indican for the requested mdieation is anemia due to
chronic kidneydisease/renal failre AND Hemoglobin level at initiation of
therapy is <10g/dl OR For patients currently maintained on therapy, hemog
levelisO11 g/ dL in di al yksiidsn epya tdiiesnetass
nondialysis patients with chroniddneydisease AND The patient has had a
documented side effect, allergy, or treatment failure to the preferred agents.

HEMOPHILIA FACTORS

AHF-Factor VII

Novosevefi RT

Novoseven RTMedication is being used for the treatment of acute bleeding
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Sevenfact®

AHF -Factor VIII

ADVATE® Adynovaté

AFSTYLA® Eloctaté
ESPEROCT® Jivi®

HEMLIBRA® (emicizumakkxwh) Kovaltry®
HEMOFIL® M Nuwig®
KOATE®-DVI

KOGENATE FS

NOVOEIGHT®

OBIZUR®

RECOMBINATE®

XYNTHA®

AHF-Factor IX

ALPHANINE® SD Kcentrd
ALPROLIX® Rebinyn®
BENEFIX®

IDELVION®

IXINITY ©

MONONINE®

PROFILNINE®

RIXUBIS®

AHF-Von Willebrand Factor
ALPHANATE® Vonvend?

HUMATE-P®
WILATE®

AHF-Anti -Inhibitor Coagulation Complex

episodes in a patient with Hemophilia A or B with inhibitors OR Patient has
congenital Factor VII deficiency.

Sevenfact:Medicationis being ued for the treatment of acute bleeding episodes
patient with Hemophilia A or B with inhibitors AND there is a clinically
compelling reason whNovoseven RT cannot be used.

All Non-Preferred Products: The prescriber must provide Bnically
compellingreasm for the use of the requestetddicationincluding reasons
why any of the preferred products would not be suitable alternakives.
approval of Adynovate, Eloctate, or Jivi, documentation must include why tr
member is unable to use the preferred exebhaéflife concentrate Esperoct.

All Non-Preferred Products: The presdber must provide a clinically
compelling reaon for the use of the requested medication inctutbasons
why any of the preferred products would not be suitable alternakives.
approval ofRelinyn, documentation must include wthe membeis unable
to useapreferred extended Halife concentrate Alprolibor Idelvion.

All Non-Preferred Products: The prescriber must provide argtally
compelling reason for thesa of the equested medication includingasons
why any of the preferred products would not be suitatderaties.
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Feiba® Feiba: medication is being used for the treatmardacute bleeding episodes or
routine prophylais in a patient with Hemophilia or B with inhibitors.

HEPATITIS B AGENTS

ENTECAVIR (compae to Baacludé) Adefovir (compare to Hepséip Adefovir, Hepsera, Lamivudine HBV, Epivir-HBV: The prescriber must provide
VIREAD® (tenofovir disoproxil fumarate) Baraclud® (entecavir) a clinically compelling reason for the udfelte requested medication including
Epivir-HBV® (lamivudine) reasons wh any of the preferred produst®uld not be suitable alternatives
Hepser& (adefovir dipivoxil) AND for approval of brand Hegera olEpivir-HBYV, the patient has a
Lamivudine HBV (compareot Epivi-HBV®) documented intolerance to the genexiote: AASLD and WHO guidelines
Vemlidy® (tenofovir alafenamide fumarate) recommend these not be utilized firstdimlue to ptential for the development of
resistance.

Baraclude tabs: the patient has a documented intatere tayeneric entecavir.
Baraclude suspensionthe patient has a medical necessity for asalial oral
dosagdorm.
Vemlidy: the patient must hawediagnos of osteoporosis, renal insaféncy
(CrCl
< 60ml/min), or other contraindication to Vireagth aschronic steroid use.

HEPATITIS C AGENTS

Initial PA: 3 months; subsequent maximum 3 months

RIBAVIRIN PR ODUCTS

RIBAVIRIN 200 mg tablets Ribavirin 200 mg capsules Non-preferred Ribavirin Brands/stre ngths: Thepatient is unable to use
genericribavirin 200 mg tablets

PEGINTERFERON PRODUCTS

PEGINTRON/PEGINTRON REDIPEN Pegasys® (peginterferon alfa) PegasysDiagnosis is hepatitis CMD the patient has a documented side effe
(peginterferon alf&b) QTY LIMIT:4 vials/28 days allergy or treatment failure #egIntron
QTYLIMIT: 1 kit (4 pens per) 28ays Pegasy£onvenience PAK® (pemterferon alé-2a)

QTY LIMIT: 1 kit/28 days

DIRECT ACTING ANTIVIRALS
Preferred After Clinical Criteria Are Met Direct Acting Agents: Epclusa, Harvoni, Ledipasvir'sofosbuvir,
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MAVYRETE (glecaprevir/pibrertsr)
SOFOSBUVIR/VELPATASVIR (compartd
Epclusa®

TREATMENT

Preferred After Clinical Criteria are Mé

BERINERT® (human C1 inhibitor)

ICATIBANT (compare to Firazyr®)
QTY LIMIT: 3 syringes (9 mljill

PROPHYLACTIC
Preferred After Clinical Criteria are Met

CINRYZE® (human C1 intbitor)
QTY LIMIT: 20 vials/30days
HAEGARDA® (human C1 inhibitor)
ORLADEYOE (beotralstat)
QTY LIMIT: 1 capsule/day
TAKHZYROE (| afjohdel umab
QTY LIMIT: 2 vials/28 days

Epclusa® (sofosbuvir/velpatasvir)

Harvoni® (ledipasvir/sofosbuvir)

Ledipasvir/sofobuvir (compare to Harvofi)

Sovdadi® (sofosbuvir)

Viekira PAK® (ombitasvir, paritaprevir, ritonavtabet
with dasabuvir tablet)

Vosevi® (sofosbuvir/velpatasvir/voxilaprevir)

Zepatief (elbasvir/grazoprevir)

Mavyret, Sofosbuvir/velpatasir, Sovaldi, Viekira pak, Vosevi, Zepatier:
w Hep C PA formmust be compled, and clinical documentation supplied
1  Combination therapy ivbe either approved or denied in itdiegty.

1  Presciber is, or has consulted with, golaéologist, gastroenterologist or
infectious disease specialist. Consult ntgstvithin the past yeavith
documentatiomf recommended regimen. Specialefjuirementvill
NOT apply for patients mérg all the following treatment naive, nen
cirrhotic, HBV negative HIV negative no prior livertransplatation, and
not pregnant.

w See PA form for detailec@quirements and f@ocumentation required

For approvbof a nonpreferred agent, the provider shisubmit clinical

documentation detailing why thatgent is not @andidate for a preferred direct
acting agent regimen.

HEREDITARY ANGIOEDEMA MEDICATIONS

Firazyr® (icatibant)

QTY LIMIT: 3 syringes (9 ml)/fill
Kalbitor® (escallantide)

QTY LIMIT:6 vids (2 packs) peiilf
Ruconest® (recombinant C1 est®a

inhibitor)

QTY LIMIT: 4 vialsffill

Berinert, Firazyr, Icatibant: The diagnosis or indicath is treatmenof an acute
Hereditary Angioedema (HAE) attack AND for approval of Firazyr, the
patient mushave a documerdéantolerance to generic Icatibagfpproval
may be granted so that 2 dosesyrba kept on hantbr Berinert and 3 doses
for Icatibant/Firazyr).

Kalbitor, Ruconest: The diagnosis or indication is treatment of an acute

Hereditary Angioedma (HAE) attack AND the patient has a documented side

effect, alergy, treatment failure or comindication to a preferred agent

(Approval may be gmted so that doses may be kept on hand.)

Cinryze, Haegarda,Orladeyo, Takhzyro: The diagnosisr indication is
prophylaxis of Hereditary Angioeden(dAE) attads.
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HYPERKALEMA AGENTS

lok el maE (sodmum zirconiVeltass (patiromer sorbite calcium) powder packets  Veltassa:The patient requires therapy tbe treatmet of nonremegent

cyclosilicate)
SPS® (sodium polystyrene sulfoneseispension

All products require PA

Initial 3 months, Renewal 1 year
Preferred After Clinical Criteria are Met
DUPIXENT® (duglumab) subcutaneous injectip

prefilled syringe and auteinjector pen
QTY LIMIT: 4 syringes/pens the first
28 days then 2 syrges/pens every

28 days thereafter

QTY LIMIT: 1 packet/day hyperkalemiaAND where clinically @propriate, medications known to cause
hyperkalemia (e.g. ACE inhibitors, ARBs, aldosterone antagonists, NSAIDs
have been discontinued i@duced to the lowest effective dose AND where
clinically apprgriate, a loop or thiazide diure has failed for patssium
removal, AND the patient has been counseled to follow a low potassiur®8ie
grams/day)

IDIOPATHIC PULMONARY FIBROSIS (IPF)

Esbrief (pirfenidone) Clinical Criteria: Esbriet, Of ev
QTY LIMIT:267 mg tablets = 270 tabs/month, o Age O 18
801 mg tablets = 9tabs/nmonth o Diagnosis ofdiopathic pulmoary fibrosis (Esbriet and Ofev) OR
Ofe® (nintedanib) chronic fibrosing interstitial lung disease or systemic sclerosis
QTY LIMIT: 60 tabs/month associated interstitifling disease (Ofev Only)

0 May not be used in combination
The prescriber is pulmonologis.
0 Clinical documentation that the member is a-soroker or has not
smoked in 6 weeks.
o FVCO 50% of predicted
Reauthorization Criteria:
o Documentation the patient is receiving clinical benefit to E&lanit
Ofew?® therapyasevidenced by < 10% decline in pent predicted
FVCor <200mL decrease in FVC AND
0 There is clinical documentation thtie member has remained tobacc
free.

o

IMMUNOLOGC THERAPIES FOR ASTHMA

Cingdr® (reslizumab) Intravenous injection Xolair:
Nucal® (mepolizumap subctianeous injectionyial, Diagnosis of moderate to severe pemigtashma:
prefilled syringe, and autinjector pen 1  The patient rast be 6 years of age or older AND
QTY LIMIT:1mL evey 28 days 1 The patient hs a history of urantrolled asthmaymptomssymptoms

Xolair® (omalizumab) subcutaneous injection vial,-pi
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FASENRA® (benralizumab) subcutaneous
Injection, prefilled syringe and do-injector pen
QTY LIMIT:1 mL ewery 28 days for 3 doses the
1 mL every 56 days

filled syringe
QTY LIMIT:900 mg even?8 days

occurring almost daily or waking at night with asthma at least once
week) or 2 or rare exacerbations in the previous year deseaular
use of mediurrhigh dose ICS/LABAfor a minimum of 3 consecwg
months, with omwithoutoral cotticosteroids. Pharmacy claims will be
evaluatedto assess complige with therapy. AND

The prescriber is a pulmonologist, allergmtimmunologist AND
Patient has tested positive to at least one pereamiabllergemy skin
or blood test (i.e.: RAE, CAP, intracutaneous test) AND
PatienthaanlgE | ev el 700 13/@l (ages #i2 add older) OR
I gE 1l evel O 3O0agessld) prdr tdk@dndingltheraps
with Xolair. AND

For approval of prefilled syringe,clinically compelling reasomug be
provided detailing why vials cannot beel.

For continuation of therapy after the init@dmonthauthorizationthe
patientmust have either a decreased frequency of ebataans, decrease:

use of maintenance om@rticosteroids, reduction thesigns and
sympbmsof asthma, or amcreasen predicted F&Z1 from baseline.

Diagnosis of chronic idiopathic urticaria:

1
1

A
1

The patient must be 12 years of agelder AND

The patient has a therapeutic failure or contraaiithin to an H1
antihistamine €.g. cetirizine, fexofenadineat double the dailgose
AND

Forapproval of prefilled syringe, a clinically compelling reason must b
provided detéding why vials cannot be ude

For continuation of therapy aftéwdinitial 6-month authorizatiorthe
patient must have documented clinical ioygment insymptons.

Diagnosis of Chronic Rhinosinusitis with Nasal Polyps:

1
1
1

Patient is 18 years of age or eldAND

Prescriber is an allergist or ENT specialist AND

Patient hahad an inadequate responsettteast a anonth trial of 2
differentnasal caticosteroids AND

Patient ha had an inadequate response to at leastl# Hay course of
oral corticosteroid AND

Patient will use Xolair concurrently with dntranasal cortiosteroid
AND

For approval of prefilled syringe, a clinical compellingreasommust
be provided detailing why vials cannot be used AND

For continuation of therapy aftéhe initial 6-monthauthoriaton, the
patient must continue to receive therapy withrgranaal
corticosteroid AND tkeremust be documented improvemennemsal
synptoms.
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Limitations: Xolair use will not be approvefl requested for prevention of
peanut
related allergic raction or in patients with diagnosis of moderate to severe
persisent asthma who are currently sking.

Fasenra, Nucala, Cingair

1

The patent mwstbe 6 years of age or older for Nucala, 12 yedmge
or older for Fasenrar 18 years of age or olderf@ingair AND

The patient mushave a diagnosis of severe persistathma with an
eosinophilic pkenaype as defined by prgeatnent blood eosiophil
count of O 150 cel losispér wameksyv
per mcL within 12 months prioptinitiation of therapy AND

The patient has a history of unconteallasthma symptoms (symptom
ocaurring almost daily or waking atight with ashmaat least onea
week) or2 or more exacerbations in the previous year despite regu
use ofmediumhigh dese ICS/LABAfor a minimum of 3 consecide
months, with or withouoral corticosteroids. Pharmacyths will be
evaluated to assess compliancehliterapy. AND

The prescribeis an allergist, immunologist, or pulmonologist. AND
For approvabf Cingair orNucala, the patiermmust have aacunented
side effet, allergy,or treatment failure witupixentor Fasenra.

For continuation of therapy aftére initial 6-month authorization, the
paient must continue to receive therapy with an ICS/LABA AND he
eithera decreased freqoey of exacebations, decreasede of
mairtenance oral corticosteroids, retion in the signs and symptoms
of asthma, or aincrease irpredicted FEY from baseline

Diagnosis of hypereosinophilic syndrome (Nucala only):

1
1

1

Patientmust ke 12years of age or old&kND

The patiehmust have a bloodbsinophil count 01,000 cells per mcl
AND

The patient hathad at least 2 HE&res within the past2lmonths
AND

Thepatient is on a stable dose of background HES therapy (chroni
episodt corticosteroids, immunappressive, or cytotoxic therapfipr
at least4 weeksprior to treatment initiation AND

The prescriber is an allergist, hematologistnunologist or
pulmonologist

Dupixent:
Diagnosis oimoderate tGevere persistent asthma:

1
1

The patient muse6 yearsof age oolder AND
Thepatient mushavean eosinophit phenotype as dagd by pre

95



AZATHIOPRINE tablet

CYCLOSPORNE capsule

CYCLOSPORINE MODIFIED

MYCOPHENOLATE MOFRETIL tablet, capsule,
suspension

MYCOPHENOLIC ACID delayed release tablet

SIROLIMUS tablet

TACROLIMUS capsule

IMMUNOSUPPRESANTS, ORAL

Astagraf XL (tacrolimus) capse

Azasar? (azathioprine) tablet

Cellcep® (mycophenolate ofetil) tablet, capsie,
suspension

Envarsu8 XR (tacolimus) tablet

Everolimus (compare to Zortress®) tablet

Gengraf (cyclosporine modified) capsule, satut

Imurar® (azathioprine) tablet

Lupkynis™ (voclosporin) capsule

= —a

treatment bl ood eosinophil cou
previ ous 60 osllsgeknscL within 1&madhitBs prior to
initiation of therapyOR the patient is dependent on oral
corticosteroids.

The patient has a sy of uncatrolled asthma synipms
(symptoms occurring almodaily or waking at night witlasthma at least
once a week) or 2 or more exacerbations in the prevearsdgspite
regular use of mediwhigh dose ICS/LABAor a minimum of 3
consecutive months, with or wiht oral corticosteroids. Pharmacy clair
will be evaluated tassess compliaaavith therapy. AND

The prescriber is an allergist, immunologistpulmonologist AD

For continuation of therapy after the init@imonth authorization,
the patient must canue to receive therapy with an ICS/LABAND
have either decreased frequenay exacerbations OR decreased ofe
maintenance oral corticosteroids OR reduction in the signs and symp
of asthma OR an increasepredicted FEV1 from baseline.

Diagnosisof Chronic Rhinosinusitis with Nasal Po$yp

1
1
1

Patient is 18ears of age or oldeAND

Prescriber is an allergist ENT specialist AND

Patient has had an inadequate response to at leasb@t!3 trial of
2 differentnasal corticosteroids AND

Patient has hlthan inadequate response to at least a4t8ay
course obral corticosteroid\ND

Patient will use Dupixent ceurrently with an intranasal
corticosteroid

For continuation of therapy after the initiaimonth autlorization,
the patient must continue teaeive therapy with an intranasal
corticogeroid AND theremust be documentediprovement in nasal
symptoms.

Li mitations: Dupixent®,Fasenrd, Nucal® and Cingaif will not be considered
in patients who are currdptsmoking or in combination with omalimab.

Criteria (except Lupkynis and RezurocK): The paient has beestarted and
stabilized on the requesteroduct OR the patient has acdmented side
effect, allergy, or treatment fare to a preferred agent (if a product had a
AB rated generic, there must be a trial of the genfenimulation).

Lupkyni s:
1 The patient hasdiagnosis 6Systemic Lupus Erythematosus (SLE) AN
1  The patient has active Lupus Nephritis confirmed by wioed tests or
kidney biopsy AND
1  The patients O18 years of age AND
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Myfortic® (mycophenolic acid) dayed release tadt 1 Medication is prescribed by, or in consultation wétmephrologist or
NeoraP (cyclogorine modified) epsule, solution rheunatologist AND

Prograf (tacroimus) capsule, granules for suspensio 1  The patient has clinical progression (e.g. worsening of proteinuria or
Rapamun (sirolimus) tablet, solution serum creatinine) after 3 months of induction therapy with corticodger

Rezurock (belumosudil) tablet plus cyclophosph_amide_ or mycophc_anolat_e mofeti_l OR failure to respo
. ) . after 6 months of inductio therapy withcorticosteroids plus
Sandimmune® (cyclosporinecapsug, solution cyclophosphamide or mycophenolate mofetil AND
Zortress® (everolimus) tablet 1 Medication will be used in combination with background
immunosuppressive trapy (e.g. mycophenolate mofetil and systemic
corticosteroids) AND
1 The mtient has a documented intolerance eatment failure with
Benlysta
Rezurock:
1  The patient i©)12 years of age AND
1  The patient has diagnosis of Chronic Graftersushost disease RD
1 The patient has had a treatment failure with at least 2 prior courses o
systemic immunosuppressant therapy (e.g. Corticosteroids, rituximak
AND
1  The prescriber ats to monthly monitoring of liver function tests (total
bilirubin, AST, and ALT)

CRYOPYRIN ASSOCIATHEERIODIC SYNDROMEEAPS) AND PERIOBT FEVER SYNDROME (PFS)

llaris: The diagnosis is CryopyriAssociated Periodic Syndrome (CAPS) OR
The diagnsis is Familial Cal AutoinflammatorySyndrome (FCAS),
Familial Medierranean Fever (FMFyyperlgD periodic fever syndrome

Arcalyst® (rilonacept)
QTY LIMIT: 2 vials for loading dose, then 1 vial pe

IIarY:;e(l::anakinurria) (HIDS), MuckleWells Syndrane (MWS), or Timor Necrosis Factor
Receptor Associated Periodic Syndrome (TRAPS) AND The patiert is =
years old

Arcalyst: The diagnosiss CryopyrinAssociated Periodi8yndrome (CAPS)
OR The diagnosis is Familial Cold Autoinflammatory Syndrome (FCAR)
The diagnsis isMuckle-Wells Syndrome (MWS) AND The patientis > 12
years old\ote: Medical Recadls to support theb®ve diagnosis must
accompany the Prior Authorizati request. Authorizion for continued use
shall be reviewed at least every 12 ni@to confirmpatient has experienced
disease stability or improvement while on therapy.
IRON CHEIATING AGENTS
DEFERASIRObablet Deferasiroxdispersibé tablet, granule pack Deferasirox dispersibletablet, Exjade dispersibletablet: The paient has a

Deferiprone tablet
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BILE ACID SE QUESTRANTS

CHOLESTYRAMINE powder (compare to
Questran®)

CHOLESTYRAMINE LIGHT powder €ompare to
Questran Light®)

COLESTIPOL tablets, gmules (compare to
Colestid®)

WELCHOL® (colesevelam) table, powder packets

FIBRIC ACID DERIVATIVES

GEMFIBROZIL (compare to Lgid®) 600mg
FENOFIBRATE NANOCRYSTALIZED(compare to

Tricor®) 48 mg, 145 mg tablets
QTY LIMIT:1 table¢/day

Exjade® (defarasirox)ispersble tablet
Ferripirox® (defeiprone)tablet, solution
.Jaden@(deferasirox)tablet, granule pack

LIPOTROPICS

Colesevelanfcompare to Welchol®
Colestid® tablets, granules (colestipol
Prevalite éowde(cholestyrmine light)
Questan~ powder (cholestyramine)

Questran Ligr@ powder (cholestyramine light

Antard® (fenofibratemicronized)30 mg, 43 mg,
90 mg, 130 mg

Fenofibrate tablets (compare to Lof@raablets) 54 mg,
160 mg

Ferofibratecapsule (ompare to (Lipofe@) 50 mg,
150mg

Fenofibrate mimnized capsule (compare to Lofiffta
capsiles) 67 mg, 134ng,200 mg

Ferofibrate micronied (compare to Anta@) 43 mg,
130 mg

Fenofibric acid (compare to Trilipix) 45 m§35 mg
delayed retase capse

Fenofibric acid35 mg, 105 mg
QTY LIMIT:1 capsut/day

Fenoglid(@ (fenofibrate MeltDosel0 mg, 120 mg
Lipofen® (fenofibrate) 50 mg, 156ng

Lopid® (gemfibrozil) 600 mg

Tricor® (fenofibrate nanogstallized) 48 mg, 145 mg

medical necessity for a nelid oral dosage form AND for approval of Exjade
thepatienthasa documated inblerance t@enericdeferasiroxdispersile
tables.

Deferiprone tablet, Ferriprox tablet, Jadenutablet: the patienhasadocumented
intolerance to gneric defrasirox tablets

Deferasirox granule pack,Ferripirox solution, Jadenu granule pack:The patient
has a medical necessity for a remiid oral dosage form ANDhe patienhasa
documented interanceo generic deferasirodispersibleables.

Colesevedm: The patient habad a documented intolerancethe brand name

equivdent.

Prevalite, Questran, Questran Light, Colestid: The patént has had
documented irderance to the preferred generic formulation.

Lopid: Thepatient las had a documented intolerance to generic gemfibroz

Antar a, Fenofibrate, Fendibrate micronized, Fenofibric acid (all strengths),
Fenoglide,Lipofen, Tricor, and Trilip ix: The paient istaking a statin
concurrently ad has had documentd side effect, allergy, or treatment
failure with preferred feofibrate mnacrystallized. (If a product has an AB
rated generic, there must have been a trial with the generic foionul@®R
Thepatiert has had a documented side effallergy or treatment failure to
gemfibrozil and preferred fenofibrate nanodaylized. (f a product haan
AB rated generic, there must have been a trial with the generic formulatic
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Trilipi x (fenofibric acid)45 mg, 135 g delayed release
capsule

MISC. HOMOZ YGOUS FAMILI AL HYPE RCHOLESTEROLEMA (HoFH) AGENTS

All products regiire PA

NICOTINIC ACID DERIVATIVES

NIACIN
NIACIN extended relase

STATINS

ATORVASTATIN (compare to Lpitor®)
LOVASTATIN

PRAVASTAIN (compare to PravacHyl
ROSUVASTATIN (compareto Cresor®)
SIMVASTATIN (compare to Zocéi)

Note: All preferred agents have a quantity limit of

1 tablet/dayexcept Lovastan 40mg which ha
aquantity limit of 2 tablet&day

MISCELLA NEOUS/COMBOS

Evkeez3dM (evinacumattlgnb) intravenous solution
Juxtap'd® (lomitapide) Capsule
QTYLIMIT: 5 and 10 mg caps = 1/day, 2Q@map =
3/day

Maximum day supply per fills 28 days

AltopreV® (lovastatin SR)

Crestor® (rosuvastatin)

Ezallor® (rosuvastatin)@inkle apsule
Fluvastatin

Fluvastatin ER (compare to Led®0XL)
LescoP XL (fluvastatin ER)

Lipitor® (atorvastatin)

Livalo® (pitavastatin)

Pravachof (pravasatin)

Zocol® (simvastatin)
ZypitamagE (pitavastatir

Note: All non-preferred agets have a qudity limit
of 1 tablet/dayexcept fluvastatin IR which has
quantity limit of 2 tablets/day.

CRITERIA FOR APPROVAL:

1 Total choksterol levels > 290mg/dL or LBC > 19mg/dL
(adults) OR Total cholesterol levels > 260mg/dL or D> 155mg/d
(children < 16years)and TG within reference range @onfirmation of
diagnosis by gene testing AND

| Documented adherence to prescribed lipidering medications for
the preious90 days AND

| Recommended or prescribed by a lipidologist od@éogist AND

1 Inability to reach goal LDEC despite a trial of 2 or moreaximum

tolerated dose of statins (one of which must be atorvastatin or rostasi
ezetimibe 10mg daily, and Ratha

Non-preferred agents (except asoted below): The patient mustave a
documented die effect, allergy, or treatment faiuto 3 preferred statin If
the prodict has a AB rated generigyne trial must be the generic
formulation.

Ezallor: medical necestsi for a specialty dosage fornas keen providd

Zypitamag: Thepatient must have@cumented side effect, allergy, arétment
failure to 3 préerred statin@AND clinical justificationis provided documenting
why thepatient is unable to use Livalo.

LIM ITATIONS: Simvastatin 80 mg: initiation of simwastatin 80 mg atitration
to 80 mg $ not recommended by the FDA due te thcreased risk of
myopathy, includig rhabdomolysis. Patientsnay only continue on this
dose vhen new to Medicaid if the patienas been taking this dose for 42
more monthsvithout evidencef muscle toxicity. If the request is for Zocor
80 mg, tke patient must have mete prior treément lemgth requirement and
have a documented intolerancethe generic equivalent

99



Ezetimibe (comare b Zeti&®)

QTY LIMIT: 1 tab/day QTY LIMIT: 1 tab/day

cadueP (atavastatin/amldipine)
QTY LIMIT: 1 tab/day

Ezetimibe/simvastatin (compato Vytorirf)

Lovaza® (omegs-acidethyl esters)

Omega3-acid ehyl esters (compre to Lovaza®)

Nexletol® (bempedoieacid)
QTY LIMIT: 1 tab/day
Nexlizet® (bempedoic acid/emmibe)
QTY LIMIT: 1 tab/day
Vascepa®(icosapent ethyl)

QTY LIMIT: 4 caps/day
Vytorin® (ezetimibe/simastatin)

QTY LIMIT: 1 tab/day
Zetia® (ezetimib@

QTY LIMIT: 1 tab/day

PCSK9 INHIBITORS

Preferred After Clinical Criteria Are Met
PRALUENT® (alirocumab)
QTY LIMIT: 2ml (75 mg injedbn every 2 weeks
or 300 mg evy mont)/28 days
Max 28day supply
REPATHA® (evolocumab) Sureclick, giilled
syringe
QTY LIMIT: 2ml (2 injections)/2&lays
Max 28daysupply
REPATHA®( evol ocumab) Push
QTY LIMIT: 3.5ml (One singleuse infusor and
prefilled cartridge)/28 days, Max 28y supply

Leqvio® (inclisiran) prefilled syringe

Amlodipine/atonastatin (compare to Cad%t

Zetia: paient must have a documented intolerato the generic equilent.
Lovaza, Vascepa,0Omega3-acid ethyl esters: The patient has beerasted and
stabilized on this medidan (Note: samples are not cittered adequate
justification forstabilization.) ORThe patient has triglyceride level580

mg/dL AND The patiehhas a docunrged containdication, sideffect,
allergy, or treatment flure to a fibric acid derivative ahniacin. AND If the
request igor brand Lovaa, the patient l|aa documented inlance to the
generic equivalent.

Amlodipine/atorvastatin, Caduet: The pati@t is undle to take the inglidual
separate agents AND fapproval of Caduet, the patient mhate also had a
documented irtlerance to thegeneric equivalen

Nexletol, Nexlzet: Thepatient has had an inadequiasponse to a-fonth tial of
atorvastatin orrosuvastatin OR Fant has demonstrated statitolerability as
defined by statirelated rhabdomyolysis or skelétalated musclesymptoms
AND Paient (if eligible) will continue adjunct therapy with mawally tolerated
high intensity statinlf patient is using simvaatin, dose should not exceed 20
mg/day; if patient is using pravatita dose should not exceed #@/day

Vytorin, ezetimibe/simvasatin: The patientmust beunable to use the
individual seprate agentsAND If the request isdr Vytorin 10/80, the
patiert has been taking this dose fi# or nore months withoutvidence of
muscle toxicity.

Criteria for approval:

1 Thepatients age is FDA pproved br the given inctationAND

1 Concurrenuse with statinherapyAND

1  Documented adherence to presdtiljgid lowering medicationgor the
previous 9@aysAND

1 Inability to reach goal DL-C despite a trial & or more maximum
toleraed dose oftatins (one of which must taorvastatin or rosastatn)

1  For approval of kqvio, the patient must havelacumentedide effect,
allergy, or treatment failer(defined as inability to get within 10% of
statel LDL-C goal not to exceed guideline recognized gpalith a
minimum12-weektrial of bothPraluent andRepatha.
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KUVAN ® (sapopterin)100mg 500mgpowder

PYRIDOSTIGMINE BRQMIDE (Compared
Medinon)

SAPROHFERIN 100ng powder

TRANEXAMIC ACID (compared Lysteda®)
QTY LIMIT: 30tablets/28 days

Preferred AfterClinical Criteria Are Met

CARBAGLU® dispersible talets (cargluric acid)
Maximum dayssuppy perfill = 14 days

CRYSVITA® (burosumakiwza)

FABRAZYME (agalsidase beta) IV

MISCELIANEOUS

Brineur& (celiponase alfa)
QTY LIMIT:1 packageper 14 dag (Brineura
Injection, 2 vids of 150mg/5ml, andintraventricula
Electrolytes Injetion, 1 vial of 5ml)

Elapras@ (idursufase)
QTY LIMIT:calculated dose/wke

Fensolvi® (leuprbide acetate) subcutaousnjection

QTY LIMIT:1 vial every 6 months

Firdape® (amifampridine)
QTY LIMIT: 8 teblets/day

Galsf ol dE (athi gal ast
QTY LIMIT:14 caps/28 days
Maximum day supply =&days

Gamifant® (emapalumalzsg)

Hetlioz® (tasimelteoh 20 mg oral capsule
QTYLIMIT: 1 capsule/day
Maximum days supply per filis 30days

Kuvan (sapropterin) tablets

Hydroxyprogestm®ne caroate 50 mg/ml vid
(intramuscular injection)

Luxturn&® (voretigineneparvoveezyl) suspensionoi
subretinal injetion
QTY LIMIT:oneinjection per eye per lifetime

Lysteda® tablets (traneamic acid)

QTY LIMIT: 30 tablets28 days
Mestinon®
Myalept®(metrelgtin) vial for subcutaneous injection
QTY UMIT: onevial/day
Maximum day supply per filk 30 days
Oxlumo™ (lumasiran)
PalyrzigE  (gpatasepqpz)
Radicava® (edaraone) IV injection
Ruzurgi® (amifampridine)
QTY LIMIT: 10 tablets/day
Sapopterin(compae to Kwar®) tablets 500mg
powder
Thyquidity™ (levothyroxine sodium) oral solution
Tirosint®-Sol (levothyroxine sodiujroral solution
Xatmep E(methotrexate) @t solution

Brineura:

1 Patentis 3 yars of age ooblder AND

1  The diagnosis or indicatias late infantile neuronal cd
lipofusciosis type 2 (CLI¥), confirmedby deficiency of the
lysosonal enzyme tripeptidyl peptidask (TPP1) (reults of gentc
testing must be submittesND

1 Theprescrbe is a neuologist or other physician specializiiy
intraventricular administtan

Note: Bineura will be aproved as a edcal bendit ONLY and will NOT be
approved if billed throug pharmacy pint of sale. Initial approval will be
granted for 3 monhs Renewal ray be granted for up to 12 months. For
therapy continuation, clinicalocumetation must be submitd documentig
improvemet or maintenancef motor ability OR slower progssion of
disease than wid otherwise be expected AND12-lead ECG @adluation is
performed every 6 months.

Carbaglu: The diagnosis or indication fohé regiestedmedication is
hyperammonemidue to N-acetylglutamate symietase (NAGS) deficiency
AND The prescribeiis a speciafit in metabolic disorders (e,gnedic@l
gendicist) or pescriber is in consultation with a spaist

Crysvita:

1 Patieiti s1yéar ofage AND

1 Patient has a diagnosis oflked hypofosphatemi&AND

1 Medication is prescribed by or in consuthatwith an endocrinologist or
nephrologist AND

1 Patient has not received oral phosploataétamin Danalogs within 1
week pior to darting therap AND

1  Baseline fasting serum phosphorous levbkisw the lover limit of the
laboratory normal reference ggnAND

1 Patient does not have severe renal impairment, defined as a GFR of
30mL/min AND

1 Dose doesot exceed 90mg every tlays(pediatrics) or @mg every 28
days (adults)

Note: Initial approvalwill be grarted for 6 months. Renewal may be granted for t

to 1 year. For therapy continuation, patient must have disease response as
indicated ly one of thdollowing:
1 Increased ser phasplate levels, nbexceeding the upper limit of the
laboratory norral range.
1 Areduction in serum total alkaline phosphataseigc
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Zinpla v a EezlgtoBumab) injection

Zokinvy® (lonafarnib) capsule

1 Improvement in symptoms (e.g. skeletal pain, linear growth, etc.).
1 Improvementn radiograpic imaging of Rickets/dsomdada.
Elaprase Hunter's Syndrome Injectable): The diagnosis ondication fa the

requested medication is Hunteros

Fabrazyme: Diagnosis or indicgon is Fabry Disease.

Fensolvi: Thereis a documented diagsis of Central Precocious Puberty (CPP)
AND All other underlying causes have beeredubut incluthg a brain tumor,
spinalcordtumor, hypothyralism, brain defect at birtle(g.hematoma or
hydrocephalus), injury to the brain or spinal cord, McGafi#ight syndrome,
congenital adrenal hyperplasia, radiation to the spinal cord or bxiinThere is
adocumented inahtly to tolerate(not due to pin) monthly injections of
Leuprolide IM

Firdapse,Ruzurgi: patient has a diagnosis of LambEgton myasthéa syndrome
(LEMS) AND prescription is initiated by or in consultation with a neursiog
AND patient does not havetdstory of sezures AND forapproval of Firdapse,
the patient must have a docented intolerance to Ruzurgi. Initial approval wi
begrmt ed for 3 months with document
muscle strengitassessmensing a standardid ratng s@le For reappioval
after 3 months, the patient must have impdywee stable symptoms documente
with the appropriate standfized rating scale

Galafold:Pat i ent is O 18 years of age
Disease with an amehie gahctosidase alpha (GLAJene variant for
treatment (results must be sulttendl) AND enzyme replacement therapy is
not a therapeutic @¢ipn (e.g. due to allergy, hgpsensitivity, or poor venous
access).

Gamifant: the patient has a diagnosis of primagmophagocytic
lymphohistiogtosis (HLH) with refractory, recurrent, or progsére disease or
intolerance with conventional HLH therap/d. etoposide + dexamethaspne
AND the patient is a candidate for a stem cell transplant AND Gamifant will
admingtered in combination with ds@methasone

Hetlioz: Patient has documentatiohon-24-Hour SleepWake Disorder (Non
24) AND Patient hasatumentation of total blindneAND Patient has had ¢
documented side effect, allergy or treatment failure with Rozand at least
one OTC melainin product.

Kuvan tabs, Sapropterin tabs:patiert has a documented intolerance to the
powder formulation.

Luxturna: patient must have inhiged retinal dystrophy due to mutations in bo
copies of the RPEG5 gene (results efigfictesting must be subrtéid) AND
patient has sufficient viable retinal kehs determined by the treating
physician(s) AND Luxturna W be administered by a reth
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specialist;/surgeon experienced in performing intraocular surgery and
associated witan Oallar Gene Therapy Treaent Center.

Lystedathe patient has had a documentedlgrance to the generproduct.
Myalept: Patient has a diagnosis ofrgenital @ acquired generalized

lipodystrophy AND Patientds one or more of the follongrmetalolic
abnormalities AND is refractory to current standards of care for lipid and
diabetc management: Insuliresistance (defined as requiring > 200 units p
day), Hypetriglyceridemia, Diabetes AND Prescription is we&it by or in
consultation withan endacrinologist AND The prescriber is registered in the
MYALEPT REMS program.  Reauthimation for continuedise criteria:
Patient has experienced an objectespons¢ o0 t her apy A ¢
in hemoglobin A1dHbA1c) level from baseline® A taiBed seduction in
triglyceride (TG) levels from baseline

Oxlumo: The patient has d@abnosis oPrimary Hyeroxaluria Type | (PH1)

confirmed via genetic téng (idertification of alanine: glyoxylate
aminotransferasgene (AGXT) mutation) AND unialy oxalate excretion >
0.5mmol/1.73 rhor urinary oxalate: creatinirratio is above the ujgp limit of
normal forage AND medication is being prescribed by, ardnsultatbn, with a
nephrologist or urologist AND patiena$ not previously received iadr
transplant

Palynziq: Patient is 18 years of age or older AND has a diagnosis of

phenylkebnuria AND has uncorttled blood phenylalanine (PHE)
concentrations (500 micronol/L) on existing managementdding restrictig
dietary phenylalanine andgign intake and treatment with sapropterin. Fer re
approval, the patient must have achieviddast a 20% reductiain PHE
concentration from prreatment baselineraPHEO 6 00 mi cr o mi
weeksof continuous treatment with the maximum dosagéafig daily Note:
Palynziq has a black box warning for anaphylaxis which can occur atrany t
during treatmen®atients, pharmacies, and physicians must beleshinlthe
Palynziqg REMS program AND coneent auteinjectable epinephrine must be
prescribel.

Radicava:

1  The diagnosis is amyotrophic lateral sclerosis (ALS) AND

1 Disease dayeasstANDn is O

1 Patient las functionally retained most activities of ddilsing AND

1 Patient has normal respiratory function (defined as a % predicted
forced vital capacity of O 80¢
Patient does not have a sulfite allergy AND

Initial approval will be ganted for 14 doses/2fays and all subsequer
approvals will be for 10ases/28 dgs

= —a
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AMYOTROPHIC LATERAL SCLE ROSIS (ALS)

Note: Initial approval will be granted for 4 loading doses (the first 3 loading
doses should be administed at 14day intervals; the'#loading dose should
be administered 30ays after the'3dose). Renewal may be granted for up
12 months with amaximum of 3 doses approved per year (12mg(5ml) eve
months). For therapy continuati, clinical documeiition must be submitted
documenting improvement or maintenance of matility OR slowe
progression of disease than would otherwsedpected.

Sapropterin 500mg powder:patient has a documented intolerance snbr
Kuvan

Thyquidity, Tirosint -Sol: The patient has a medical necessity for asalia oral
dosage form and the medication cannot be administered by crushing oral te
AND for approvalof TirosintSol, the patient must have a documented
intolerance to Thyquidity.

Xatmep: The patient haa diagnosis of polyarticular juvenile idiopathic arikrir
acute lynphoblastic leukemia (ALL) AND patient has a requirement for an ora
liquid dosagdorm (i.e. swallowing disorder, inability to take oral medions)

Zinplava:

1 The patient is 18 yearf age or older AND
1  The patient has a diagnosisGibstidium difficile infection (CDI)
confirmed by a positive stool test collected withie fast 7 dys AND
1  The patient is or will receive concomitant StandafrCare
antibacterial therapy for CDI (e.getronidazole, vancomycin, or
fidaxomicin) AND
1  The patent is at highrisk for recurrence badeon at least one of the
following:
o Age Or$65 yea
0 Two or more episodes of CDI within the past 6 months
0 The patient is immunocompromised
0 The patient has clinically severe CDI (e.g. fever, abdomin
tenderness, WBCS abunin<309/D,6r ¢
renal failure)

Zokinvy: The patent mets FDA approvd age and BS AND thepatienthas a
diagnosis of Hutchinse@ilford Progeria Syndrome (HGPS) ORe patient has
a dagnosis oprocessingleficient Progeroid Laminopathies wilbcumentation
of eitherHeterozygous LMNAmutation with progeridike protein @cumulation
or Homozygous or compound heterozygous ZMPSTE24 mugation

Note: A singledose of Dmg/kg will be approved per active CDI. A repeat dos
will not be approved for recurrence of the same active infection.
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RILUZOLE (Compare to RiluteR) ExservamM (riluzole) film Rilutek: patient must have a documented intolerance nitrole
Rilutek® (riluzole) Exservan, Tiglutik : patient must be unable to take whole or cedgRiluzole tatets
TiglutikE péensionl uzol e) sus

COMPLEMENT INHIBITORS

Empavell™ (pegeetacoplanjubcutaneous solution Empaveli: The patient has a diagri®sf paroxysmal nocturnal hemoglobia
QTYLIMIT: 8 vials/28 days (PNH) docunented by flow cytometry AND The patient has received the

Sdiris® (eculizumab) vial meningococcal vaccine at least 2 weeks prior to therapy initiation. Authorize

Ultomiris® (ravulizumakcwvz) for continued use shall beviewed to confirm that the patienés experienced ar

objective responge the therapye.g. stabilization of hemoglobin levels,
reductions in transfusions, improvement in hemolysis, &lotg: For patients
switching fromeculizurmab, anadditional 4 weks of eculizumab will be
approved bfore continuingnonotherapy with Engeeli. For patéents switching
from ravulizumab, Empaveli will be initiated no more than 4 weeks after the
dose of ravulizumab. Ongoing combination theraipgomplement inhibite

will not be approved.

Soliris:

Indication for use ig\typical HemolytidJremic Sydrome: Dose requested must be
within theFDA parameters for loading and maintenance dose

Indication for use iparoxysmal nocturnal hemoglobinuBNH): Diagnosis is
documated by flow cytometry AND The patient has received the
meningococcal wine at leas? weeks prior to therapy initiation.ughorization
for continued use shall be reviewed to confirm that the patient has experien
objective reponse totte therapye.g. stabilization of hemoglobin levels,
reductions irtransfusionsimprovement irhamolysis, etc.)

Indication for use idyastheniaGravis The patients antiaceytlcholine receptor
(AchR) antibody positive ANDhe patient has@cumeted side effect, allergy,
or treatment failure with dast 2mmunacsuppressive theras (e.g.
corticosteroidsazahioprine, cyclosporine, mycophenolate, gtc

Ultomiris : The patient has a diagnosis of Atypical Hemolytic UremicdByme ora
diagnosis of paroxysal nocturnal hemoglobinur{NH) documented by flow
cytometry AND The patierhas receivethemeningococal vaccine at least 2
weeks prior to therapy initiation.uthorizationfor continued use shall be
reviewed to confirm that the patit has experieed anobjective response the
therapy(e.qg. stabilization of hemoglobin ldgereductionsn transfusions
improvement irhemolysisgtc.)Note: Dose requested miuse within the
weightbased parameters for loading and maintenance dose

GLYCOPYRROLATE
GLYCOPYRROLATE 1 mg, 2 mg bets (compare ~ Cuwposa” oral solution (glycopyrrolate) Cuvposg Glycopyrrolate oral solution: The patient has mediaaecessy for a
to Robinuf®, RobinulFore®) Maximum days supplyey fill is 30 days nonsolid oml dosage form®R the cbse cannot be obtainédm the tablet

Dartisla ODTM (glycopyrrolate) formulation.
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QTY LMIT = 4 tabs/day
Glycopyrrdate 1mg/sml orakolution(compare to
Cuwposa)
Robinul® (glycopyrrolat¢ 1mg
Robinuk® Forte(glycopyrrolatgé 2mg
INJECTABLE METHOTREXATE
METHOTREXATE 25 MG/ML solutiorfor

injection

Otrexu® or Rasuvo® Sigle-dose autanjector for

subcutaneousse (methotrexate)

QTY LIMIT: 4 syringes/28 days

RediTrex® Prefilled syringe for subcutaneous use

(methotrexate)

QTY LIMIT: 4 syringes/28lays

MINERALOCORTICOID RECEPTOR ANTAGONISTS
EPLERENONE Aldactone® (spironolactone)
SPIRONOLACTONE Inspra® (eplerenone)
Kerendia® (finerenone)

NEUROMYELI TIS OPTICA SPECTRUM DISORDERS (NMOSD)
All Products Require PA Enspryng® (satralizumaimwge)
prefilled syringe
QTY LIMIT = 3/28 days fothe fird monh
then 1/28 days thereafter
Soliris® (eculizumab) vial
Uplizna® (inebilizumalbcdon) vial
QTY LIMIT = 300mg x 2 doses for the first 2 weeks
then 300mg every 6 months thereafter

SOMATOSTATIN ANALOGS
OCTREOTIDE ACETATE soltion for injection
SANDOSTATIN® (octreotide acetate) LAR Depot

Bynfezia® (octreotide) pen
Mycapssa® (octreotide) csple
QTY LIMIT: 4 caps/day
Sandatatin® (octreotide) solution for injection
Somatuline® Depot faction (lanretide)

Dartisla ODT: Thepatienthas been established the2mg dosage strength of
anotherform of glycopyrrolate ANDhe patienhas a documented intolerance 1
glycopyrrolate tablets ansolution

Robinul, Robinul Forte: The patienhasa doamented intolerance to
glycopyrrolate tables.

Otrexup, Rasuvq Reditrex: The patient has aatynosis of rheumaid arthritis
(RA), polyarticular juveite idiopathic arthritis (pJIA) or psoriasis. AND The
patient has been intolerant to oral methotrexate AND The patient has been
to be compknt with apreferredform of injectable methotrexate (includes
difficulty with manu&dexteity)

Aldactone, Inspra: The patient has a documentetbiarance to the generic
formulation

Kerendia: Thepatient has a diagnosis of chronic kidney disease (CKD) assbcie
with Type Il Diabetes AND the estimated glomerular filtration rate at baselin
O 25 mL/ min/1.73m2-toAMdininedtei arii s el
AND the patient is arrently recering, or has a contraindication em ACE
inhibitor or angioterien receptor blocker (ARB)

Enspryng, Soliris, Uplizna:
1  The patient i©)18 years AND
1 Diagnasis or indicabn is the treatment of neuromyelitis optica spectrut
disorder NMOSD) AND
1 Pdient isantiaquaporird (AQP4) antibody positive AND
Patient has a history of one or more relapses that required rescue the
within theyearprior to screenig, or 2 or moe relapses that required
rescue therapy in 2 years prior to scrieg AND
1 Patent mug have a documerdeside effect, allergy, treatment failure, or
contraindication to rituximab
1 Initial approval will be granted for 6 anths Renewal requie
documentatio of improvement or stabilization of neurologic symptoms
such as decrease iacuterelapses, reducdubspitalization, or reduction
in plasma exchange treatments.
Soliris, Uplizna additional criteria: The patient mudiavea documented sid
effect, allegy, treatment failure arontraindication to Enspryng.

Bynfezia, Sandostatin: the patent has a documentéatolerance tdctreotide
injection.

Mycapssa:the diagnosis or indication isng-term mairtenancdreatment of
acromegaly AND the patient has already responded to and tolerated

106



QTY LIMIT:60 mgsyringe =0.2 ml/28 days, 90 mg treatement with an injectable somatostatin alalog Ahetis a clinically
syringe = 0.3 ml/28 days, 120 mg = 0.5 ml/28 days valid reason wi the patient is unable to use Sandostatin LAR Depot.
Somatuline the patienthas adocumented side fefct, alkergy, treatment failure,
or contraindication to Sandostatin LAR Depot.

SPINAL MUSCULAR ATROPHY

Preferred After Clinical Criteria Are Met Evrysdi:
ZOLGENSMA® (onasemnogene abeparvovea) Evrysdi® (iisdiplam) oral solution T
Intravenous suspension Spinraza usinersen) injection 12mg/5ml singlese vial 1
1
1
1

The diagnosis is spinal muscular atrophy (SMA) AND

Patient is 2 monthsf@age or oldeAND

Medication is prescribed per the dosing guidelines indckage insert
AND

A negative pregnandgst is dtained for females of reproductive potent
prior to initiating therapy and patient has been advisedetefective
contracepbn during tratment and for at least 1 month after her last do
AND

A patiert who has beestarted on Spinraza will not be approved for
Evrysdi until at least 3 months afteetfifth dose (i.e. nine months after
the first loading dse, three months afftie fifth dase). Concurrent use
will not be approved.

Note: For theapy coninuation, clirical documentatiomust be submitted
documeting improvemenbr maintenance of motability OR slower disease
progresmn than would othense be expected.

Spinraza:

1

1
1

1

The diagnoais is spinal muscular atropti@MA) type 1,2, 03 (results of
genetic testingnust be submitted) AND
The patient has at least 2 copies of the SMN2 gene AND
The ned for invasive or noninvasiweentilation (if applicablpdoes not
exceed moréhan 16 hourper 24 hour period AND
Baseine motor abilityhas been estaliied using onef the following
exams:

o0 Hammersmith Infant Neurological Exam (HINE)

0o Hammersmith Funatinal Motor Scale Expanded (NISE)

0 Upper Limb Module Tegnonambulatory)

o Child r e n 6 sl oftPhiladplphia mfant Tesif

Neuromusculabisorders (CHOPNTEND) AND

Prior to starting therapy, and prior to each dose, the following laboratc
tests will beconducted: Platelet countgthrombin time (PT), actated
partial thrombogstin time (alPT), and quantitative spotine protein
Concurent use with Ewrsdi will notbe approved.

Note: Initial approval will be granted for 4 loading doses (the firsta@ling doses
should be admistered at 14lay intervalsthe 4th loading dosghould be
administered 30 days after thed3dose). Renewahay be granted faip to 12
morths with a maximum of 3 doses approved per year (12mg(5ml) every 4
months). For thergpcontinuation, clinical doguentation must be submitted
documenting improvenmt or maintenace of motor ability OR slowe
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SYSTEMIC LUPUS ERYTHEM ATOSUS (SLE)

Benlyga® (belimumab)
Maximum days spply per fill = 28 days
Sapmelo™ (anifroumabfnia)

progression ofidease than wouldtherwise bexpected.

Zolgensma:

1 The patient is less than 2 years of age AND

The diagnosis is spithmuscular atrophy (SMA) AND

The patient has Hillelic mutations of the SMN@ene AND
Thepatient does not have advad@&MA (e.g. comple paralysis of
limbs or permaent ventilator dependence) AND

Medication is prescribed per the dosing guidelinebérpackage insert
(recommende dose is 1.1 x ¥&ectorgenomes per kilograr®jND
Baseline ati-AAV9 antibodies are leghan 1:50AND

Prior to starting theapy and peridically for at least 3 months, the
following laboratory tests will be conducted: Liianction (AST, ALT,
total bilirubin, prothrombin time)platelet counts, antoponin

1
1
1
1

1
1

Note: The safety and effectivess of repeat adnistration has ridbeen evaluatl.

Approval is limited to a single intravenous infusion.

Benlysta:
Indication for use is Stamic Lupus Erythematosus (SLE):

A

The mtient is paitive for autoantibodies (antiuclear antibody

(ANA) and/or antidoublestranded DNA (artdsDNA) AND

A

The patient bs had a documentedaitlequate respse or intolerance to at
least TWO of the followig agents: NSAIDs, hydroxychloroquine,
corticoderoids, azathioprine, methotrexate, mycophenolate mofetil AND
Initial approval will be granted for 3 months. For therapptinuation,
clinical documentatiomust be submitted docuntérg stable disease aditly
OR reduction in disease activity corticosteoid doseNote: The efficacy of
Benlysta® has not been evaluated in patients setrere active central
nervous systertupus. Benlysta hasoh beenstudied in combination with
other biologics or intraveous cyclophosphamide. Use of Benlystaot
recomnended in these situations.

Indication for use is Active Lupus Neftis:

A
A
A
A

Diagnosis has been confirmed by urine/bloests or kidney biopsiND
Thepa i ent is @ANB years of ag
Medication is prescribed by, or in consultation witmephrologist or
rheumatologist AND

The patient has clinical progression (evgrsening of proteinuria or serum
creatinine) after 3 months of inductitimergpy with corticosteroids plus
cyclophosphamide or mycophenolate mofetil OR failure to respond@fte
months of induction therapy with corticosteroids plus cyclophosphamide
mycophenolate mofetil AND

Medication will be used in combination with backurd immunsuppressive
therapy (e.gmycophenolate mofetil and systemic corticosteroids) AND
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LITHIUM CARBONATE (formerly Eskalith®)

LITHIUM CARBONATE SR (canpare to Lithobid®,
formerly Eskalith CR®)

LITHIUM CITRATE SYRUP

A Initial approval will be granted for 3 months. For therapy continuation,
clinical dacumentation must be submitted documenting stable disease ac
OR redudbn in diseas activity.

Saphnelo:

1  The patient has a diagnosis of modesseere Systemic Lupus
Erythematosus AND

1 The patient g¢eANDO 18 years of a

1 Medication is prescribed by, or in consultation with, a nephrologist or
rheumatologist AND

1 The patienhas had a dernented inadequate response or intolerance 1
least TWO of the following agents: hydroxychloroquine, corticosteroic
azathioprinemethotrexate, mycophenolate mofetil AND

1  The patient has had a documented intolerance or treatment fatture wi
Benlysta

9 Initial approval will be granted for 3 months. For therapy continuation,

MOOD STABILIZERS

EquetréE (cabamazepine SR)
Lithobid® (lithium carbonate SR)

clinical documentation must be submitted documenting stagase
activity OR reduction in disease activity or corticosteroid ddsée: The
efficacy of Saphnelo has tibeen evalued in patients with severe active
lupus nephritis or severe active central nervous system lupus. Saphn
has not been studied inmbination with other biologics or intravenous
cyclophosphamide. Use of Saphnelo is not recommended in these
situations.

Lithobid: The patient hakad a documerd side effect, allergyr treatment
failure with the gearic equivalent of theequested medication.

Equetro: The patient has had a documersete effect, allegy, or treatment
failure with acarbamazepine product from the anticonvulshetapeutic tig
category
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Preferred After Qinical Criteria Are Met
AUSTEDO® (deutetrabenazine) tablets
QTY LIMIT: 48 mg/day
Maximum Emonth supply per fill
INGREZZA® (valbenazine tosylate) capsules
QTY LIMIT: 80 mg/day
Maximum Zmonth supply per fill
TETRABENAZINE (compare to Xenazine®)
QTY LIMIT:50 mg/day atnitial approval (2.5
mg tablets ONY), up to 100mg/day at
subsequent approvals (12.5 mg om2$ tablets)
Maximum1-monthsupply pefill

INJECTABLES

INTERFERONS

AVONEX® (interferon B-1a)
BETASERON® (interferon Blb)
REBIF® (interferon Bla)

REBIF® REBIDOSE (interferon B.a)

OTHER
COPAXONE® 20 mdglatiramer acetate)
QTY LIMIT:1 kit/30 dagp

Preferred After Clinical Criteia are Met

MOVEMENT DISORDERS

Xenazine® (tetrabazne) tablets

QTY LIMIT:50 mg/day at iitial approval (12.5 mg

tablets ONLY), up to 100 mg/dawt subsequent
approvals (12.5 mg or 25 mg tablets)
Maximum 1-mont supply per fill

Austedo: The dagnosis or ingtation for the requested medication is
Huntingt o n 6 s (BD) with aherea or Tardie Dyskinesia (TD) AND the
resuls of an Abnormal Involatary Movement Scale (AIMS) exam have be
submitted ANDthe pate nt i s ©GabeéForyeamprowsal, thee must be
documentedImical improvement.

Ingrezza:The diagnosis andication for the requestd medication i ardive
Dyskinesia (TD) AND the results of an Abnormialvoluntary Movement
Scde (AIMS) exam havedens ub mi t t ed AND t he p.a
For reapproval, thee must be documead dinical improvement.

Tetrabenazine, Xenazine:The diagnosis or indication for useTourette
Syndrome OR the diagnosis or indicationdge isHint i ngt ond s
(HD) with Chorea or Tardive Dyskinesii©) AND t he pat
of age AND fa approval of Xenazine, the fpent must have a documented
intolerance to tetrabenazn

Note: Austedo, Tetrabenazine, and Xenazine are contraindicated in patients
Huntingtonés Di s ewith entreatbdinadequatelysreate
depression

MULTIPLE SCLEROSIBIEDICATIONS

Extavid® (interferonbetalb)

Copaxonc,® 40 mg (glatiramer)
QTY LMIT: 12 gringes (12 ml)/28 days
Glatiramer Acetate (compare to Copaxdj20 mg
QTYLIMIT: 1 kit/30days
Glatiramer Actate (compare to Copaxone®) 40 mg
QTY LIMIT:12 syringes (12 ml)Rdays
Glatopa® 20 mg (gtiramer acetate)
QTY LIMIT:1 carton (30 synges/30days
Glatopa® 40 mg (gtaamer)
QTY LIMIT:12 syringes (12 ml)/28 days

Ampyra, Tecfidera: patient must have a documented intolerancestgémeric
equivalent

Bafiertam, Vumerity: Pat i ent i ND h@s adidgnogieod relapsing forn
of Multiple Sclerosis AND thpatient has documented side effect, allergy,
treatment failure, or contraindition to at least two preferred drugs, one of which
must be Dimthyl fumarate.

Copaxone 40 mg SyringeThe patient is unable tolerate or be compliantiti

Copaxone 20 mg daily dosing.

Extavia: Patienthas a diagnosis of multiple sclerosisNB The provider
provides a clinicaleason why Bet@&son cannot be prescribed.

Glatiramer, Glatopa: Pat i ent is O 18 years AN
of Multiple Sclerosis AND the provider primles a clinial resson why
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TYSABRI® (natalizumab)

ORAL

AUBAGIO® (terifl unamide) tablet
QTY LIMIT:1 tablet/day
Maximum30-daysupply per fill

DALFAMPRIDINE ER tablet (compare torApyra®)
QTY LIMIT: 2 tablets/day
Maximum30-day supply per fill

DIMETHYL FUMARATE
QTY LIMIT: 2 capsules/day

Maximum 30day supty per fill

GILENYA® (fingolimod) capsule
QTY LIMIT:1 capsule/day
Maximum30-daysupply per fill

MUSCULOSKELETAL AGENTS

Kedmpta® (ofatumumab)

Lemtrada® (almtuzumab) intravenous

Ocrevu§ (ocrelizumab)
QTY LIMIT:300 mg X 2 doses, then 600 mgmsve
months thereafter

Plegridy? (peginterfera betala)

Ampyra® (dalfampridie ER) tablet
QTY LIMIT: 2 tablets/day
Maximum30-day supply per fill

Bafiertam® (monomethyl fumarate) capsule

QTY LIMIT: 4 capsules/day
Maximum 30day supply per fill

Mavencla® (cladribine) tablet

Mayzent® (sipaimod) tablet

Ponvory™ (ponesimodjablet
QTY LIMIT: 1 tablet/day
Maximum 3Qday supply per fill

Tecfidera® (dimethyl fumarate)
QTY LIMT: 2 capsules/day
Maximum30-day supply per fill

Vumerity® (diraximel fumaate)
capsule
QTY LIMIT: 4 capsulgslay

Zeposia® (ozaniwd) capsule

QTY LIMT: 1 capsule/day

Mavenclad:Pat i ent

Copaxone cannot be prescribed.
is O 18 year s -réniibg MSa s
(RRMS) or active ssndary progressive MS (SPMS) ANIbcumentabn is
provided showing O 1 r e belinpGBC whiifft h
(including lymphocyte count), liver function tests, and MRI (within the past 3
months) have beasompleted AND the patient is neiya for HIV, Hepatitis B,
and Hepatitis Crifections AND the patient is not pregn&MND patient has a
doaumented side effect, allergy, treatment failure or contraindication to at lei
three preferred drugs AND dosing do®t exceed any of the following tablets
per day, 10 tablets per cycler@atment cycles per course, 1 course per year.
Following theadministration of 2 treatment courses, Mavenclad may not be
administered during the next 2 years.
Mayzent, Ponvory, Zeposia
Diagnoss of relapsingemitting MS Clinical Isolated Syndromer Active
Secondary Progressive MS (S8M
1 PatientearsANDO 18 vy
9 Patient CYP2C9 variant status has been tested tordetegenotyping
(Mayzent onlyrequired for dosing; therapy is contraindicated in
CYP2C9%3/*3) AND
1 Baseline CBC, electrocardiognd ECG), and ophthalmic evaluatithave
been completed AND
9 Patient has a documented side effect, allergy, treatment failure or
contraindic#on to at least two preferred dryugse of which must be
Gilenya

Kesimpta, Lemtrada, Ocrevus:Pat i ent is O18 years
relapsing multiple sclerosis AND has a documented side effect, allergy,
treatment fdure or contraindicatioto at leastwo preferred drugone of
which must be Gilenya ofysabri,unless contraindicate@R Pat i ent
years AND has a diagnosis of primary preggsive multiple scleros{©crevus
only).

Plegridy: Pat i ent iABID las ai@nogisoérelapsing form of
Multiple SclerosiAND has a dcumented sideffect, allergy, treatnmet
failure or contraindicatbn to at leasthree preferred drugs including at least
one preferred formf interferon.

Tysabri: Patientis 018 yearsAND has a diagrsis of relapsing mtiple
sderosis (including clinically isolatedsyndromerelapsingremitiing disease,
and active secondary messive disease

MUSCLE RELAXANTS, SKELETAL

Amrix, Cyclobenzaprine 7.5 mg, Fexmid The precriber mst provide a
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SINGLE AGENTS
CYCLOBENZAPRINE 5 mg, 10 mg taltgcompare to

FIexen'@)
QTY LIMIT:5 mg = 6 tablet/day, 10 mg =
3 tables/day

METHOCARBAMOL tablets (compare to Roba@m
QTY LIMIT: 8 tablets/day

ORPHENADRINE CITRATE ER 100 mg tablet
QTY LIMIT: 2 tablets/day

COMBINATION PRODUCT
All products require PA

ASA = aspirin

ANTISPASTICITY AGENTS
BACLOFEN tablets

DANTROLENE (compare to Dantriuff)
TIZANIDINE (compare to ZanafleX) tablets

All products equire PA

Amrix— (cyclobenzaprine sustainedleasgcapsule clinically valid reasa why apreferred generic cyclobenzaprifeng or 10mg
QTY LIMIT:1 capsule/day cannot be used. Formpval of Fexmid, the patient mualso have a
Carisoprodol taleits documented intolerae to the generic equivalent.

Chfg;ﬁ;{%:ﬁgﬁg?yday Baclofen oral ®lution Flegsuvy. Patient has a edical necessity for a nesolid

QTY LIMIT: 4 tablets/day oral dosage forrAND the patient has a documedtiatolerance to Lyvispah
Cyclobenaprine 7.5 mg tab (compare to Fexffjd Carisoprodol, Carisoprodol/ASA/codeine,Chlorzoxazone,Lorzone, Soma,
QTY LIMIT: 3 tablets/day M etaxalong Skelaxin: The patient hethad a documented side effect, aller
Fexmid® (cyclobenzaprine) 7.5 mg tablet or treatmenfailure with two different prefered musculoskeletal agents.
QTY LIMIT: 3 tablets/day Additionadly, if a brand name product is negsted where an AB rated gener
Lorzon&® (chlorzoxazone) tablets exists, thepatient nust al® have had a doenented intoleranc® the generic
QTYLIMIT: 4 tablets/day product.
Metaxalone (compare SkelaxifP) tablets Dantrium, Zanaflex tablets: The patient must hav@document intolerance
QTY LIMIT: 4 tabiets/dy with the AB rated generiproduct.

Skelaxinm~ (metaxalme) tablets
QTY LIMIT: 4 tablets/da

Som& (carisoprodol) tablets
QTY LIMIT:4 tablets/dy

Lyvispah: Patient has a meical necessity for the-sohd oral dosage form.

Tizanidine capsules, Anaflex capsulesThe prescriber must provide a
clinically valid reason whyeneric tizanidinegablets cannot be used. AND i
the request is for Zanaflex capsules, the patient nav& & documented
intolerance tayenerc tizanidine capsules

Carisoprodol, ASAcodeine
QTY LIMIT:4 tablets/day

Baclofen@gral solution

Dantrium™ (dantrolene)

FlegsuvyM (baclofen) oral sgpension
Lyvispah™ (baclofen) oral granule packet

Tizanidine (compare to Zafhe@) capsules
Zanafle (tizanidine) capsules

Zargflex™ (tizanidine) tablets
MUSCULAR DYBROPHY AGENTS
Amondy®45 (casimersg® Emflaza:
Emf | a zeataco(t)d _ 1 Thepatientmst b ears®f age AND
Maximum 30-day supply per fill 1  The patient must have a diagnosis of Duchévinscular Dystrophy

Exondys 51E (eteplirsen)

Viltepso® (viltorsen) AND ) . . . .
Vyondys 8i@d) (gol o 1  There 8 documentedmiprovement in muscle function or strength wit
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use of prednisone, bthe patient has experienced weighingal0% of
body weght within 3 months or >25% within 1 year.

Amondys, Exondys, Viltepso, Vyondys:

1

The patient must have a diagnosifafchenne Muadar Dystrophy
with a confirmed mutation of the DMD gene that is amentibézon
45 skipping (for Amondysyr exon 51skipping (for Exondys) or exon
53 skipping (foViltepso,Vyondys)(results of genetic testing must be
submitted) AND

The pescriber ispr has consulted with, a neuromuscular disorder
specialist AND

The dose does not exceed 30mg/kg once weédyAmondys
Exondys, Vyondy¥or 80mg/kg once weekly (for ViltepséND
Thepatient is currently on a stable corticosteroid dosafdeast 6
months.

Note: Initial approval will be granted for 6 months. Foapproval
after 6 months, the patient ma&monstrataregponse to thegy as
evidenced by continued or impred clinically meaningful function.

NEUROGENIC ORTHOSTATIC HYFENSION

FLUDROCORTISONE Northera® Quantity Limits:

MIDODRINE T
1

Initial 2 weeks approval

Continued therapy approvaladged on docuamtation of continwed
benefit clinically and as evidencég postional blood pressure
readings

Clinical Criteria:

1

diagnasis of neurogeic orthostatic hypotension caused by primary
autonomic failure (Par ki nhyonos
pure aitonomic failure),dopamine betdéiydroxylase deficiencygr
non-diabetic autonomic neuropathy, AND

the presentation of syptoms includig dizziness, lightheadedness,
and the feeling of #fAblacking c
Failure of multiple nofpharmacologieneasures agpropriate (e.qg.
removal of offending medications, compston sbckings, increased
fluid and salt intake) AND

Failure, htolerance ocontraindication to fludrocortisone AND
midodrine
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Oral

DULOXETINE (compardo Cymbalta®)
QTYLIMIT: 2 capsules/day

PREGABALIN (compare to lyrica®) capsules
QTY LIMIT:3 capsules/day

All products reqire PA

NEUROPATHIC PAIN & FIBROMYALGIA AGENTS

Cymbalta® (dioxetine)
QTY LIMIT: 2 capsuls/day
Gralise® (gabapentin) tablet, starter pack
QTY LIMIT: 3 tablets/day
Maximum30-day supply pefill
Horizant® (g&apentin enzarbil) ER Tablet
FDA maximum recommended dose = 1200 mg/day
Lyrica® (pregabalin) capsules
QTY LIMIT: 3 capsules/day
Lyrica® CR (pregabalin, extended release)
FDA maximum recommended dose = 330 mg/day
(DPN), 660MG/day (PHN)
Lyrica® (pregabalipsolution
Pregabalin (compare to Lga®) solution
Savella® (milnacipran) tablet, titration pack
QTY UMIT: 2 tablet/day

Cymbalta, Lyrica: the patient has had a documented intolerance with generic
duloxetine.

Gralise, Horizant: The paiert has a diagreis of postherpetic neuralgia (PHN)
AND The patientas had a documented side effect, allergy, dodication or
treatment failure with at least one drug from the tricyclic antidepressant clas
AND The patient has had amadequate sgonse to the gemie gabapentin
immediaterelease.

Lyri ca CR: The patént has a diagnosis of peserpetic neuralgia (FN) or diabetic
peripheral neuropathy (DPN) AND has had a documented side effect, aller¢
treatment failure to TWO dgs from thedllowing: gabapetm, tricyclic
antidepressant, SSRI at@pressant, SRl antidepressant, or miscellaneous
antidepressamtND patient fas not been able to be adherent to a twice daily
dosing schedule giregabalinmmediate release resultinga significantclinical
impact Note: The efficacy of Lyrica® CR hasot been establigd for the
management of fibromyalgia or aguatttive therpy for adult patients with
partial onset seizures.

Pregabalin solution,Lyrica solution: the patient is uride to tse Lyriacapsules

(e.g.Swallowingdisorder)AND for approvalof brand Lyrica oral solution, the

patient must have @ocunented intolerace to the generiequivalent

Savella: The diagnosis or indication is treatment bfdimyalgia AND The ptient
has hachdocumented sileffect, akrgy, or treatment failerto TWO drugs
from the following: gabapentin, tricyclic antidegsant, SSRIntidepressant,
SNRI antidepressant, miscellaneous antidepressant, cyclobenzaprine or
pregabalin

NUTRITIONALS, LIQUID ORA SUPPLEMENTS

Note: Nutrifonal supplements administered via tube
feeds may be provided thugh the Medial Benefit

EleCare, EleCare Jr: The patient is an infant or child who needs an amino-a
based medicabbd or who canntolerate intator hydrolyzed potein. AND
The prodict is being requested for the dietary management of protein
maldgestion, mallhsorption, severe food allergies, shHootwel syndrome,
eosinophilic Gl disorders, @ractimpairment, oother conditiongor which
an anino acidbased ddt is required.

All Others: Requested nutritional supplement will be administeredulia
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feeding. OR Patient has one of the following conditions where feeding is
difficult or malabsorptia or maldigestia occurs: AIDS Cancer, Celiac
Disease, Cerebr&alsy, Chronic Diarrka, Cognitive Impairment, Cystic
Fibrosis, Dementia (includes Aleimer's), Deglopmental Delays, Difficulty
with chewing/swallowing food, Inflammatory Bowel Disease kiteon's,
ShortGut. OR Patienhas experiencednplanned weighbss or is extremely
low weight (see further definitions below) OR Patient has denaiesit
nutritional deficiency identified by low serum protein levels (albumin of pr
albumin levels to berovided) (albunm <3.5 g/dL /pe-albumin <15 mgL)
Unplanned Weght Loss/Low Weight Table:

Adult: [1 Involuntary loss of > 10 % of body weight withé months
Involuntary loss of > 5% of body weight within 1 montH_oss of > 2% of
body weight withinone week | BMI of < 18.5 kg/m2

Elderly: (>65): [ Involuntary bss of > 10 % of body weight withimonths
[l Involuntary loss of > 5 % of body weight within 3 monthd.oss of > 2 %
of body weight within one month BMI of < 18.5 kg/m2

Children: 1 <80 % d expected weighfor-height(1 < 90 % of expected
heightfor-agel | Mid-upper arm circumferendetad circumference ratio <
0.25

Limitations: Infant formulas are not covered under the pharmacy benefit.
Please contact WIC.

ONCOLOGYDRUGSselect)

Clinical Crit eria: Medication is being used for an FDA approved indication ANI
age, dose, duratigmequired concurrent therapy, and past treatment failures (
applicable) are consistent with prescribing informatiocdiDXhe patient does not
have any contraindications prohibiting use of the medication OR medicatior
being used in acecdance with th&lational Comprehensive Cancer Network®
(NCCN®) Clinical Practice Guidelines. Requests outside of these paramete
require medical director revievirhis includes all cell and gentherapies,
including CART therapies, regardless ofesof adninistration For physician
administered drugs, please refer to the Fee Schedule for which codes requi
PA: http://vtmedicaid.com/#/feeSchedllicpcs

OPHTHALMICS
ANTIBIOTICS

115


http://vtmedicaid.com/#/feeSchedule/hcpcs

UINOLON
BESIVANCE™ (besfloxacin) suspension
CILOXAN® ointment
CIPROFLOXACIN HCL (compare to Ciloxa@)
solution
MOXIFLOXACIN 0.5% solution (compare to
Vigamox®)

MACROLIDES
ERYTHROMYCIN ointment

AMINOGLYCOSIDES
SINGLE AGENT

AK-TOB (tobr%gwcin) solution

GARAMYCIN™ (gentamicin) oitment, solution
GENTAK (gentamicinpintmert

GENTAMICIN solution

TOBRAMYCIN solution(compare to Tobré@o

COMBINATI8N
TOBRADEX™ (tobramycin/dexamethasone)

suspension, ointment
ZYLET™ (tobramycin/loteprednoBuspension

MIS CELLANEOUS
SINGLE AGENT
All products requie PA

Combination

BACITRACIN ZINC W/POLYMYXIN B
ointment

NEOMYCIN/BACITRACIN/POLYMYXIN
ointment

Ciloxar® (ciprofloxacin) solution

Gatifloxacin 0.5% solution (compare to Zyma@h

Levofloxacin0.5 % solution

Moxifloxacin 0.5% (compare to Moxeza®)
(preservative free) solution

Ocuflox™ (ofloxacin) solution

Ofloxacin(compareo Ocuflox®) solution

Vigamox® (moxifloxacin 0.5%) (presrvative free)
solutign
Zymaxid™~ (gatifloxacin 0.5%) solution

Azasitt,@(azithromycir) solution
All other brarls

Tobrex® ointment, solution (tobramycin)

Tobramycin w/Dexamethase(compare to Tobrad@@
suspensin

Tobradex S@(tobramycin/dexamethasone) suspensior

PredG® S.0.P. (gentamicin/prednisolone) oirtm
PredG® (gentamicin/prednisolone) ointment,
suspensn

Bacitracin ointment
BIepth® (sulfacetamide) solution

Sulfacetamide sodiurfcompare to BIepI10®) solution
Sulfacetamide sodium ointment

Blephamidc® (sulfacetamide/prednisolone acetate)
sugpensign

Blephamide” S.0O.P. (sulfacetamide/pneidolone
acetate) ointment

Single and Combiration Agents (except noted below):The patient has had a
documented sileffect, allergy or treatment failewith at least TWO
preferred ophthalmic antibiotics or ophthalmic antibiotic combination age
one of whichmust be in the same therapeutic sld#f aproduct has an AB
rated generic, there must have also beerakdf the generic formulation.)
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NEOMYCIN/POLYMYXIN
W/DEXAMETHASONE (compare to Maxitr(g'?)
ointment, suspension

NEOMYCIN/POLYMYXIN/BACITRA CIN/
HYDROCORTISONEointment

POLYMYXIN B W/TRIMETHOPRIM (compare to

Polytrim®) solution
SULFACETAMIDE W/PREDNISOLONE SOD
PHOSPHATE solution

ANTIHISTAMINES

AZELASTINE

QTY LIMIT: 1 bottle/month
KETOTIFEN 0.025 %

QTY LIMIT: 1 bottle/month
OLOPATADINE 0.1% 0.2%

QTY LIMIT: 1 bottle/month

CORTICOSTEROIDS: TOPICAL

ALREX® (loteprednol) 0.2% suspension

DEXAMETHASONE sodium phosphate 0.1%
solution

DUREZOL® (difluprednate) 0.05% ensin

FLAREX® (fluorometholme acetate) 0.1%
suspension

FML Forte® (fluorometholone) 0.25% suspension

FLUOROMETHOLONE 0.1% suspension

FML® (fluorometholone) 0.1% ointment

LOTEMAX® (loteprednol) 0.5% suspension,
ointment

MAXIDEX® (dexamethasone) suspgan

PRED MILD® (prednisoloe acetate) 0.12%
suspension

PREDNISOLONE ACETATE 1%suspension

PREDNISOLONE SODIUM PHOSPHATE 1%
solution

CYSTEAMINE

Maxitrol™ (neomycin/polymyxin/dexamethasone)
suspension, ointment

Neomycin/Polymyin W/Gramicidin solubn

Neomycin/Polymyxin w/Hydrocortisone ointment,
suspension

Polytrim® (polymyxin B/trimethoprim) soln

Bepotastine (compare to Bepreve®) Bepotastine, Bepreve, Epinastine: The patient has had a documented side
effect, allergy, otreatment failure t@a preferredophthalmic antihistamine
AND for approval of Bepotastinghe patient must have a documented
intolerance to brand Beeve

Lastacaft: The patient is pregnant, and the diagnosis is allergic conjunctivitis
The patent has haa documented side effeellergy, or treatment failure ta
preferredophthalmicantihistamine

Zerviate: The patient has lea documented sideffect,allergy, or treatment

failure to TWOprefered ophthalmic antihistamines.

Bepre/e® (bepotastine besikat
Epinastire
QTY LIMIT: 1 bottle/month

Lastacaf® (alcaftadine)
QTY LIMIT: 1 bottle/month
Zerviate® (cetirizine 0.24%)
QTY LIMITS60 vials/30 days

Difluprednate (compare to Durezol®)

FML Liquifilm ® (fluorometholone) A% suspension
InveltysE (lotreprednol)
Lotemax™ (loteprednol) 0.5% gel

Lotemax SM (loteprednol) 038% gel drops
Lotepred%g)l suspension

Pred Forte™ (prednisolone acetate) 1% suspension

Non-preferred agents: The patient hasad a documented side effect, allergy, «
treatnent failure with WO preferred ophthalmic corticosteroids. dlIf
product has an AB rated generiggte mushave been a trial of the generic
formulation)

All other brands
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All products require PA

DRY EYE SYNDROME

OCULAR LUBRICA NTS

Please refer tthe DVHA website for covered OTC
ocular lubricants

https://dvha.vermormov/sites/dvhalfiles/documents/p
oviders/Phanacy/OTCWeblList.pdf

IMMUNOMODULATORS

RESTASI® (cyclosmrine ophthalmic emulsion)
0.05% droperette (NDC 023956330 and
00023916360 are the only preed  NDCO s
QTY LIMIT:180 vialsper 90days

GLAUCOMA AGENTS/MIOTICS

ALPHA -2 ADRENERGIC
SINGLE AGENT

ALPHAGAN e 0.1 %, 015% (krimonidine tartrate)
BRIMONIDINE TARTRATE0.2 %

COMBINATION

COM BIGAN(CR:) (brimonidine tartrate/timolol maleate)
SIMBRINZA™ (brinzolamide 1%andbrimonidine
0.2%) Suspesion

BETA BLOCKER
CARTEOLQL HCL
LEVOBUNOLOL HCL

Cystadrs® (g/steamine) 0.37% ophthalmic solution
QTY LIMIT: 4 bottles (20ml)/28 days
Maximum day supply/Rx = 28 gla
Cystaran® (cysteamine) 0.44% ophlmic solution
QTY LIMIT: 4 bottles (60 ml)/ 28 days
Maximum day suply/RX = 28 days

C e g u ayElospodne ophthalmic solution) 0.09%
Cyclosprin ophthalmic emulsion 0.05% droperette

(compare to Restasis®)
QTY LIMIT: 180 vials per 90 days
Eysuvi® (loteprednol etabonatphthalmic sysension
0.25%
Restasi@ (cyclosporine opthalmic emulsion).05%
multidose bdtle
QTY LIMIT: 1 bottle 6.5ml) per 25 days
Tyrvayd™ (varenicline) nasal spray
QTY LIMIT: 2 bottles (8.4 ml) per 30
days
Xiidra® (lifitegrast) solution
QTY LIMIT:60 vials per 30 days

Apraclonidine (compare to Iopiuia®)
Brimonidine tartrate 0.15 % (compare to Alphag% P

Iopidine® (apraclonidine)

Brimonidine tartrate/timolol maleate (compare to
Combigan®)

Betaxdol HCI solutbn
Betoptc P (betaxolol suspension)

Istalof® imolol)
Timoptic™ (timolol mdeate)
Timoptic XE™ (timolol maleate gel)

Cystadrops, Cystaran: The indication for use is corneal cysiaccumulation
in patients with cystinosis.

Cequa: The patienhas a diagnosis @ry Eye Disease AND has a documented s
effect, allergy, or treatment failure to two ophthalmic immunomodulators, or
which must be Bstasis.

Cyclosporin emulsion, Tyrvaya,Xiidra: Thepatienthasa diagnosis of Dry Eye

Disease ANDhas adocumetted sde effect, allergy or treatment faikito

Restasis.

Eysuvis The pati@t has a diagnosis ofriDEye Osease AND hafailed at least a

14-day course od preferred OTC oculdubricantAND has a dcunented side
effect, allergy, or treatemt failure with2 preferred ophthalmic corticosteroids,
one ofwhich must beaformulation of loteprednal

Restasis Multidose: Both package sizes of the droperettes must be on a long
term backorder and unavailalfftem the manufacter.

ALPHA 2 ADRENERGIC AGENTS: SingleAgent: The patienhhas had
documented side effect, allergy treatment failure with deastone
preferred gohthalmic alpha 2 adrenergic agent. hi tequest is for
brimonidine tartrate A5%, the patient ost have a documented intolerance
brandname Alphagan P 05%.

Brimonidine/timolol: the patient must have a documented intolerance to brand
Combigan.

BETA BLOCKERS: The patient has had a documented side effdetgs or
treament falure with at kast one preferred ophthalerbeta blocker.

PROSTAGLANDIN INHIBITORS

Bimatoprost, Travoprost, Vyzulta, Xalatan, Xelpros, Zioptan: The patéent
has had a docuemted sidexffect, allergy or treatment failure with at least 2
preferra prostaglandn inhibitors.
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TIMOLOL MALEATE (compaeto Timoptic®)

PROSTAGLANDIN INHIBITORS

LATANOPROST (compare to Xalat3h
LUMIGAN ®(bimatoprost)

TRAVATAN Z® (travoprost) (BAK free)

RHO KIN ASE INHIBITORS
SINGLE AGENT
RHOPRESSA (netarsudil)

COMBINATION
ROCKLATAN® (netarsud/lataroprost)

CARBONIC ANHYDRASE INHIBITOR
SINGLE AGENT
AZOPT® (brinzolamide 1%)

DORZOLAMIDE 2 % (compare to Truso@)

COMBINATION
DORZOLAMIDE w/TIMOLOL (compareto

Cosop@)

MISCELLAN EOUS

1ISOPTC® CARPINE (pilocarine)
PILOCARPINE HCL

PHOSPHOLNE IODIDE® (echotioptate)

MAST CELL STABILIZERS

CROMOLYN SODIUM

NEUROTROPHIC KERATITIS

Durysta: The patient has had a dowented side effect, allergy, or treatment
failure with at least 2 preferred prostaglandin inhibifoR the patient is ot a
canddate for topical drop therapy AND the patient does not hayefihe
following cortraindications:

A History of prior cornealransplantation or endothelial cell transplants (e
Descemet 6s Stri ppi nKkeratddast)o mat e d
A Diagnsisofconeal endothelial dystrop
A Absent @ ruptured poserior lenscapsule
Approval will be limited to aingle implant per eye without retreatment.

Timolol maleate gel (compare to Timotic S@E

Bimatoprost 0.03% (Lumigﬁ)

Durysta® (bmatoprost) 10 rag implant
Travoprost BAK Free (compare to Travatan Z®)
Vyzulta® (latanopostene bunod)

Xelpro$® (latanoprost) (BAK free)

Zioptar® (tafluprost
P ( P ) CARBONIC ANHYDRASE INHIBITORS

Trusopt: The patient hasadd adocumented irtleranced the generic equivalent
product.

Cosopt PF:The patient hahadadocumeted intolerance to the preservatives il
the generc combination product.

Miscellaneous:The patient has had a documented side effect, allergy or
treatment failure witha prefered miscellaneous ophthalmic agent. If a
product has an AB ratiegereric, thee musthawe also been a trial of the
generic fornulation)

Trusop@ (dorzolamide 2 %)

Cosopt PR (dorzolamide w/timolol) (predree)

Miochol—E® (acetylcholine)

4® ; ; L .
Alocril” _ (nedocromil sodium Criteria for Approval: The patient has had a documented sféce allergy, or
Alomide™ (lodoxamide) treatment failure with gneric cromolyn sodion
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Oxervat& (cenegermirbkbj) ophthalmic solutin
0.002%
QTY LIMIT: 1 vial (1mL) per eye per day

Maximum of 8 weeks therapy

All products require PA

NON-STEROIDAL ANTI -INFLAMMATORY DRUGS (NSAIDs)

DICLOFENAC 0.1% phthamic solution Acular® (ketorolac 0.5% ophthalmic solution)
KETOROLAC 0.4 % ophthalia solution (compart ® ) )
Acular LS®) Acular LS™ (ketorola: 0.4% ophthainic solution)

KETOROLAC 0.5 % ophthalmic solution (compare t Acuvail (ketoolac 0.45 %) Ophthalie Solution

® QTY LIMIT: 30-unit dose packets/15 days
Acular”) . . Bromfenac 0.09 % ophthalmic solution
NEVANAC® ophthalmic suspeiisn (nepafenac Br o mS {boreféhac 0.075%olution
0.1%) Flurbiprofen 0.03% ophthalmic solution
Ilevro® ophthalmic susmsion (nepaf@ac0.3%)
Prolens@ ophthalme solution (bromfena®.07%)
PRESBYOPIA AGENTS

All products require PA Vuity™ (pilocarpine) 1.25% solution

Oxervate: Medication is béng pregribed by, or in congtation with, an
ophthalmologist AND Patient has a diagnosis of Stage 2 or 3 neurotrophic
keratitis (in one or both eyeasevidenced by grsistenepithelial defect or
corneal ulceration AND patient has evidemfdecrease cornea sensitivity in at
least one corneal quaaht AND patient has failed one or more conventionat n
surgical treatments such as artificial tegds, or ointmers.

Acuvail: The patient has had a documented side effect, allergy, or treatmer
failure to Acular OR ketorolad®.5% OR Tle patient has a documented
hypersensitivity to the preservatiberzdkonium chloride.

All other non-preferred agents: The paient has had a documented side effec
allergy, or treatment failure to TWO preferred agents. dtiten, if a
prodwct has arAB rated generic, there must have also been a trial of the
gereric formulation.

Vuity: The patient has a diagnosis of presbyopia AND the patient is between tt
ages of 4655 at the time of therapy initiation AND the medication is ¢pein
prescribed by or in consultation tvian optometrist or ophthalmologist AND th:
patient has failed correecé eyeglasses or contact lenses, unless contraindica

OTIC ANTHINFECTIVESANTI-INFLAMMATORIES

ANTI -INFECTIVE
SINGLE AGENT
OFLOXACIN 0.3% Otic solution

Ciprofloxacin0.2% otic solution
QTY LIMIT: 14-unitdose packages/ 7 days

ANTI -INFECTIVE/CORTICOS TEROID
COMBINAT!ON
CIPRODEX"™ (ciprofloxacin 0.3%dexamethsone

0.1%) otic suspension
CIPROHC® (ciprofloxacin 0.2%/hyobcortisone 1%

otic suspension
NEOMYCIN/POLYMYXIN B

CortisporinTC®
(neomycin/colistin/thonzium/tdrocortisone)

otic susgnsion
Ciprofloxacin/Fluocinolonetic solution

Ciprofloxacin/Deamethasone (@npare to Ciprodes)

Anti -infective single andcombination agents The mtienthashada
documented side effect, allergy, or traant failure to two preferred product:

DermOitic, Flac Oil: the patient has a documented intolerance hege
fluocinolone oil.
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SULFATE/HYDROCORTISONESOLUTION,

QTY LIMIT: 28-units dog packages/7day
SUSPENSION

CORTICOSTEROID
FLUOCINOLONEOIL 0.01%

DermOtie® Oil (fluocinolone acetonide).01%
Flag® Oil (fluocinolone acetonide) 0.01%

MISCELLANEOUS AG ENTS
ACETIC ACID Otic solution

Acetic Acid/Hydrocortisonétic Solution

OVER T™HE COUNTER (OTC) MEDICATIONS

Pleas refer to the DVHA website for covered OTC categories not already managed on #nPDL. Many categoriedimited to generics ONLY and other categories not covered. N&A
process for noncovered OTCs.

https://dvha.vermont.gov/sites/dha/files/documents/providersPharmacy/OTCWebList.pdf

PANCREATIC ENYME PRODUCTS

CREON® DR Capsule Pancreaz® DR Capsule Pancreaze Pertzye, Viokace:The patient has been started arab#ized on the
ZENPEF® DR G | Pertzv® DR C | requested piuct. CR The patient has had treatmentdee or documented
apsule Vﬁ;kz:é@ DR g:sgu?e intolerance with both Creon and Zenpep.

PARATHYROID AGENTS

CALCITRIOL (compae toRocaltrof) Cinacalet (compare to Sensipar®) Cinacalcet: The patient must have a documented intolerance to bamsifar.
ERGOCALCIFEROL (compare to Drisd8) Doxercatiferol (compare to Hectoral®) Doxercalciferol, Drisdol/Hectoral/RayaldeeRocaltrol/Zemplar: The patient
PARICALCITOL (compare to Zempl®) Drisdol® (ergocalciferol) must have a documented side effediergy, or treatment failte to two
SENSIPAR® (cinacalcet) HectoraP (doxercalciferol) preferred agents. If a produws an AB rated generic, one trial must be th

Natpara® (pardtyroid hormone) generic formulation.

QTYLIMIT: 2 cartridges per 28 days Natpara:

Parsabi vE (etelcalcetid ANatpara: diagnosis dfypocalcemia secnday to hypgarathyroidism

Rayalcee® (cdcifediol ER) (but NOT acute posturgical hypoparathgidismwithin 6 months

Rocaltrd® (caldtriol) _ of sugery)AND

Zemplaf (paricalcitol) ANatpara PA form must be comp#e and clinical and lab

documentation supplieND
AMust be prescried by an endocrinologigtND
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DOPAMINE PRECURSOR

CARBIDOPA/LEVODOPA (compare to Sinen@)
CARBIDOPA/LEVODOPA ER(compared

SinemeP CR)
CARBIDOPA/LEVODOPA ODT

DOPAMINE AGONISTS (O RAL)
BROMOCRIPTINE (conpare to Pﬂodel®)
PRAMIPEXOLE (compareto Mirapex?)
ROPINIROLE (compare to Reqfh)

o!'2+). 3/

Inbrija® (levodopa capsule for intatibn)
QTY LIMIT:10 caps/day
Rytary® (carbidopa/levodopa ER caps)

SinemeP (carbidopa/levodopa)

Mirapex EFP (pramipexole ER
QTY LIMIT: 1 tab/da

Pramipexole ER (compare to Mirapex§R
QTY LIMIT: 1 tab/day

Ropinirole XL

03

AMust bedocumentedby ALL of thefollowing:
oHistory of hypoparathyroidism >18 montASD
oBiochemical evidence of hygralcema AND
oConcomitant serum intact ainyroid hormone (PTH)
concentrations below the lower limit of thermal
laboratory reference ranga 2test datesitleast 21 dys
apart within the past 12 montAfN\ND
ANo history of he following:
omutation in Caf geneOR
opseudohypoparathyroidis@R
oa candition with an increased risk of osteosarcofiND
AHypocalcemia is ot corrected by calcium supplents and preferred
adive formsof vitamin D aloneAND
APatientanust be taking vitami D metbolite/analog therapwith
cdcit ri ol O0. 25 cedgentpND> day OR
AMust be taking suppl emen tmgperday
over and above normédletary calcium inakeAND
ASe um calcium must be O 7.ABD mg/
ASerum thyroid functioriests angerum magnesium levels must be
within normal limitsAND
ADocumentation of creatinine clearance >8/min on two separate
measuremas OR creatinine atarance 60 mL/min AND serum
creatinine < 1.5 mg/dL
Parsabiv: indication is for the treatmédrof secondry hyperparathyroidism in a
patient with Chronic Kidney Disease (CKD) receiving hemodialysis AND
patient has a documentedesidfect, allergy, otreatmenfailure with Sensipar.
Note: treatment failure is defined @80% reduction frorbaseline irmean pre
dialysis PTH concerdtions.

- %$) #! 4) /[ .3

Inbrija: Thepaient has a diagnosisof Parkine 6 s di sease wi't

presence
of OFF episodes AND the fient iscurrently taking Carbidpa/Levodopa AND
the patient hakad adocumented side effgallergy, or treatmerailure with
Apokyn®

Comtan, Sinemet,Parlodel, Stalevo: The patient habad a documented
intolerance to theaneric praluct.

Ongentys The diagnosis or indication Barkinsorés disease AND the pa#it
has had @locumented die efect, allegy, or treatment failure with
entacapone.

Rytary: The patient has a diagnosis@P ki nsonédés di seas:
postencephatic parkinsonsm, orparkinsonism following intoxication from
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